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FACTS AND ISSUES REGARDING PUBLIC MEDICAL CARE 
Micuaet M. Davis, Pu.D.* 
NEW YORK CITY 
RGANIZED medical care, supported by furnished by non-governmental hospitals, industries and 


taxes, has long been extending in the United 
States. Local and state welfare officials, health 
officers, directors of municipal, county and state 
hospitals, and many non-governmental agencies 
including the medical and dental societies are now 
concerned with administering public medical care 
in most cities and in many counties and rural 
areas. How much more tax-supported medical 
service shall we have? The “Principles and Pro- 
posals” recently presented by over four hundred 
physicians have directed widespread attention to 
this question. 

General proposals must ultimately be translated 
into specific plans of action. What facts are now 
known, what facts need to be ascertained, what 
issues must be faced, as a basis for plan-making? 
Since as regards public medical service in the Unit- 
ed States we are not starting with a blank slate, 
the existing situation must be thoroughly under- 
stood before sound new plans can be evolved. The 
following questions are therefore important: 


In what degree do the existing laws of the various states 
and localities and of the federal government provide 
a legal basis for public medical care? 


What tax-supported medical services are now fur- 
nished? 


What do these services now cost? 

What proportion of these costs is now borne by the 
federal government? How much by the local and the 
state governments? 

Who are the “indigent”? 


Who are the “medically indigent’? The Committee 
of Physicians says: “An immediate problem is provision 
of adequate medical care for the medically indigent, the 
costs to be met from public funds (local and/or state 
and/or federal).” 


What are the standards under which a person should 
or should not be eligible to receive public medical care? 


What groups of the population would be furnished 
medical care if these principles were to be carried out? 


How much would it cost to extend public medical serv- 
ices thus? 


What would be the relation of tax-supported care to the 
medical care furnished by private physicians and to that 


*Chairman, Committee on Research in Medical Economics. 


health-insurance agencies? 


Legal Basis. The legal authority to furnish re- 
lief from public funds rests generally upon state 
laws, supplemented by the action of local units of 
government. Recent compilations show that there 
are states in which almost no systematic provision 
for general medical care is made, while on the other 
hand there are states such as New York in which 
ample legal authority exists for furnishing all need- 
ed medical care from public funds, not only to the 
legally indigent but to all persons who cannot 
otherwise obtain needed service. 

General medical care for the legally indigent is 
furnished in widely differing degrees of complete- 
ness, or incompleteness, in different localities. It 
is rarely organized so as to include and co-ordi- 
nate the four needed services — in the home, in the 
hospital, for ambulatory patients and for preventive 
work. Even where the laws of a state supply 
ample authority to provide complete service, the 
extent and adequacy of care vary widely in differ- 
ent communities.” In general, the number of phy- 
sicians, dentists and hospital beds in an area are 
found to be closer in proportion to the wealth 
of the area than to its needs.’ 

As to hospital care, authority for counties or 
cities to build and maintain general hospitals exists 
in many states, but only about four hundred and 
fifty local governments out of several thousand 
have exercised this power.’ Many other local gov- 
ernments, however, use tax funds to pay for care 
of their citizens in non-governmental general hos- 
pitals. As recent studies’ have shown, this policy 
is extending. The American Hospital Association 
and the American Public Welfare Association have 
adopted recommendations® for the guidance of state 
and local agencies in the wise application of this 
policy. 

The agencies concerned with furnishing medi- 
cal care at the present time are largely non-govern- 
mental. About five sixths of our physicians are 
in private practice. Two thirds of our hospital 
beds for general and acute diseases are non-govern- 
mental. There are several thousand voluntary pub- 
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lic health-agencies, dealing with tuberculosis, child 
welfare, visiting nursing and so forth. Some im- 
portant business establishments, labor unions and 
fraternal and co-operative bodies have organized 
medical care for their employees or members, some- 
times also for the families. A number of physi- 
cians own and operate their own hospitals or 
clinics. In medical research and education a large 
proportion of the agencies are privately maintained. 
The relation of public action in the medical field 
to existing voluntary agencies, including privately 
practicing physicians, is thus a question of out- 
standing importance. 

As to federal legislation, the United States pro- 
vides medical care directly only to a few special 
groups, such as soldiers, sailors, veterans, Indians 
and inmates of federal institutions. The chief fed- 
eral participation in medical care is through finan- 
cial aid to the states. This policy has long been 
established in public-health work, and the appro- 
priations have been increased under the Social 
Security Act. In this large and varied country, a 
nationally administered system of public medical 
care is hardly conceivable. Most persons who con- 
sider the subject are likely to desire that the fed- 
eral government continue its present policies; that 
is, be an assisting rather than an administrative 
agent. 


Present Costs. The present expenditure of tax 
funds for medical care by local, state and national 
governments is about $500,000,000 a year. This 
is about one sixth of the total of all annual ex- 
penditures for medical care.’ Of this amount, 
about $100,000,000, or 20 per cent, comes from fed- 
eral funds; four fifths comes from local and state 
funds. Furthermore, about 75 per cent is em- 
ployed for hospital care, 20 per cent for public- 
health services and 5 per cent for home care and 
other services. Payment from tax funds to volun- 
tary hospitals for the care of public charges amounts 
to about $25,000,000 a year. Most of this is from 
local, some from state funds. In the rate of tax 
expenditures for medical care, excluding federal 
funds, there are wide differences among the states 
— from $6.50 to as low as $2.00 per capita. Within 
the same state even larger differences may be 
found between localities.® 


Medical Care for Whom? Who are the in- 
digent? They are those who, according to law 
and the policies of welfare administration, are en- 
titled to receive the necessities of life from public 
funds. Who are the medically indigent? The 
term is used in an important way by the Com- 
mittee of Physicians, but is not defined in their 
statement. It is apparently assumed to mean (to 
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quote the New York State Public Welfare Law) 
“persons otherwise able to maintain themselves 
who are unable to secure necessary medical care.” 
The term “indigent,” however, is not employed in 
this section of the New York law, the public 
authorities being simply made responsible for pro- 
viding “necessary medical care” to persons as de- 
fined above. A great many people who are not 
receiving material relief would thus be included. 
The laws of many states and of the nation now 
recognize special groups of persons for whom cer- 
tain public responsibilities are assumed, without, 


however, placing these persons in the legally in- 


digent or pauper group. Examples are widows 
with young children, crippled or dependent chil- 
dren, veterans and the aged. Public-health serv- 
ices for tuberculosis and other diseases of public 
interest are also instances of tax-supported care 
which is supplied because a certain need exists, 
without involving the stigma of dependency. 

Public medical service for persons who are not 
legally indigent has also developed substantially 
in hospitals and clinics. The admission of a person 
to a tax-supported hospital or clinic does not ordi- 
narily carry with it the legal status of dependency, 
and in many communities -carries little if any 
social stigma. 


“Charity” or “Service”? How shall it be deter- 
mined whether a person is medically indigent? 
Studies by a number of public bodies, medical so- 
cieties, hospitals, clinics and other agencies’® show 
that inability on the part of an individual or a 
family to pay for medical care is a circumstance, 
not a status. The American Hospital Association’ 
has issued statements for the guidance of hospitals 
and clinics which recognize that ability to pay for 
medical care must be determined by investigation 
of the individual case at the time care is sought, 
and that the essential elements to be weighed are 
costs as compared with family resources and re- 
sponsibilities. The costs of different illnesses vary 
from a few dollars to many hundreds. There are 
diseases which may not require hospitalization but 
which do need expensive services for diagnosis or 
long periods of treatment, and which may cost as 
much as a hospitalized sickness. 

It is apparent that the number of persons who 
at one time or another may be unable to pay for 
needed medical care depends on local standards 
and costs of care and on the distribution of eco- 
nomic resources. Those with low incomes may be 
continuously in that condition, and only the 10 or 
15 per cent of the population with relatively large 
incomes are exempt from the risk of falling into 
it. Thus the legal status of indigency is not appli- 
cable to that large proportion of self-supporting 
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people who at one time or another may need medi- 
cal care but are unable to pay for it; nor is the 
definition ordinarily associated with the word 
“charity” suitable for them. The phrase “unable 
to pay for needed medical care” is much more ap- 
propriate than “medically indigent.” 


Costs of Enlarged Program. If certain standards 
of care and of costs were fixed, the existing expen- 
ditures in a given state—New York, for ex- 
ample — might be taken as a base and the ques- 
tion be asked: What would it cost if all the 
states were to spend as much? Roughly, the addi- 
tional cost to the state and local governments out- 
side of New York would be $400,000,000.* This 
would mean approximately doubling the present 
tax expenditures for medical care made by all our 
state and local governments, except so far as federal 
subsidies carry part of the load. The expendi- 
tures within New York State for public medical 
services, however, are not considered adequate in 
respect to some forms of care in certain localities 
or in respect to all forms of care in some locali- 
ties.’* If the services were more nearly adequate 
than they are at present in New York State, the 
expenditures from tax funds would have to be 
substantially greater. 


What would it cost if physicians were to re- 
ceive reasonable remuneration for their services to 
all patients for whom public responsibility is as- 
sumed? No satisfactory basis for estimation exists 
at present; the amount required would vary widely, 
according to the scope of services rendered and to 
the methods and rates of remuneration, namely 
fees, full-time salaries, part-time salaries and capi- 
tation basis (so much per client per year). At the 
present time, some payment to physicians for 
general medical care in the homes of the poor is 
usually made, but payment to them for many 
other public medical services, particularly in hos- 
pitals and clinics, is supplied in but a few in- 
stances. 


Sources of Support for Medical Service. How 
are the present costs of medical care paid for? An 


*This statement is based on the following estimate: 


MINIMUM MAXIMUM 
IN MILLIONS IN MILLIONS 
Total expenditures from tax funds for 

medical care in the United States. . 500 550 
New York State expenditures... 80 
Federal expenditures............ 100 


_- 180 180 
Net expenditures in states and local 
governments outside of New York 
Expenditures in states outside of New ; 
York @ $6.50 per capita for 115 
428 378 
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estimate made in a recent book by the writer’® is 
as follows: | 


EXPENDITURES FOR MEDICAL CARE IN 1929 
FOR FOR PERSONS OF 


TOTAL MODERATE AND 
POPULATION Low INCOMES® 

Total expenditures (donated services not 
Expenditures from 2,830,000,000 1,300,000,000 
Expenditures from taxation.............. 500,000,000 450,000,000 
Expenditures from insurance............. 170,000,000 150,000,000 
Expenditures from charity............... 100,000,000 100,000,000 


*Eighty-five per cent of population. 


An expansion of public medical services might 
increase the total expenditure for medical care, or 
might in part represent a transfer to taxation of 
expenditures now paid by individuals in fees. The 
expenditures in the last column of the preceding 
table might be described in another way. Self- 
supporting American wage earners now spend on 
the average 4 or 5 per cent of their incomes for 
medical care, but sickness falls very unevenly, 
so that the average is misleading. In any given 
year about half have small or no sickness expendi- 
tures, about a third have expenditures which run 
above 4 per cent (up to 8 or 10 per cent), and the 
remainder face still higher costs. If some present 
expenditures were to be transferred from fees to 
taxation, the result would be a lessening not only of 
the direct cost of sickness to wage earners but 
also of its uneven incidence — particularly if some 
tax-supported care were specially directed toward 
the more expensive diseases and services. 

At this point, the principle of insurance as an 
alternative to that of taxation must be considered. 
In the recent statement of the Committee of Phy- 
sicians, it is said: “Health insurance alone does 
not offer a satisfactory solution.” The following 
facts support this statement, so far as it goes. 
From the economic standpoint, health insurance 
is a means of financing medical care, by which 
people pay a regular amount into a central fund 
(voluntary or governmental) from which the costs 
of sickness are met. In the United States, over 
two million persons now secure most or all of 
their medical care under voluntary health-insur- 
ance plans, and another million have joined plans 
which provide for hospital care only. In no coun- 
try of the world does health insurance exist alone. 
In every European country which has health in- 
surance, a substantial system of tax-supported med- 
ical care exists also, providing care for those per- 
sons who, because they have very small or no in- 
comes, cannot pay contributions to a health-insur- 
ance system; and the private practice of medicine, 
paid for on a fee basis, also continues in these 
countries.’* 

From the financial standpoint, the following 
broad question of public policy is thus raised, In 
what proportions shall sickness costs for the mass 
of self-supporting persons of small means be borne 


146 


by (1) fees paid by the sick persons or their fami- 
lies, (2) regular assessments upon individuals, sick 
or well, which might be no more than these peo- 
ple have on the average been paying, and (3) gen- 
eral taxation? These are not mutually exclusive. 
The use to which each shall be put is a matter of 
degree, having regard to different social groups 
and also to different categories of medical care. 
The main point is that no program for expanding 
tax-supported care can proceed far without facing 
its relavon to the principle of insurance. 

The determination of sources of financial sup- 
port for medical care is primarily the concern of 
those who bear the burden. Physicians, however, 
are greatly interested in the adequacy of the sup- 
port and in the effects which different sources of 
support may exercise upon policy and upon the 
administration of service. From the medical stand- 
point, these and other medical issues equal or tran- 
scend in importance the economic questions. 
Among such issues are the advancement of pre- 
vention, the improvement of professional stand- 
ards, the manner in which public medical care is 
organized and the quality of its administration. 


Facts Needed. An extension of public respon- 
sibility for medical care may require action by local, 
state and national governments, but it involves 
more than that. Many important agencies besides 
governmental ones are concerned with these mat- 
ters, and not in a passive way —the medical and 
allied professions; industry, particularly large busi- 
ness establishments, most of which are interested 
and many of which have already been active in 
organizing preventive and curative work for their 
employees; labor unions and fraternal organiza- 
tions of workers; organizations of farmers; and the 
co-operative societies, which in several states, par- 
ticularly in rural areas, and in some cities as well, 
are showing active interest in the purchase of med- 
ical care. Economists and sociologists in some uni- 
versities, and many social-welfare agencies, have 
also interested themselves in the subject. 

But the focal issue is upon governmental policy 
in the employment of public funds. The next 
step in translating general proposals into working 
programs lies in study. The experience of foreign 
countries is extensive, but its application to Ameri- 
can conditions can only be suggestive, not defini- 
tive. The large amount of experience in organized 
medical care in the United States has received 
slight collation, and very little scientific study. At 
the present time, an increase in public-health work 
and in tax-supported medical care, in hospitals and 
in homes, is taking place in many parts of this 
country, partly as an aftermath of the depression 
and partly under the direct and indirect stimuli of 
social-security legislation. In many localities the 
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organization of medical care under public authori- 
ties is now in a formative period, but there are a 
number of cities and counties in which much 
public medical care has been under way for years, 
under many different forms of organization. To 
aid in formulating specific policies and programs 
adapted to different communities, generalized stud- 
ies covering large areas are now much less im- 
portant than local ones. A number of care- 
ful investigations are needed in selected places. 
The collection of opinions about the characteristics 
and the quality of existing public medical care will 
be of little value. Field studies must be made, 
and some objective criteria must be applied. 


Of prime importance in designing such studies 
will be agreement upon the criteria of appraisal. 
Such questions arise as these: Are there absolute 
criteria of scope, quality, costs and organization of 
service, or must criteria be relative to the needs 
or demands of the particular sections of the popula- 
tion concerned, or to the scope and character of 
the medical services which self-supporting persons 
of small means have been accustomed to secure 
in the same community? 


Since public-health work is also extending by 
evolutionary process, special studies should be 
made of the comparative effectiveness and costs 
of preventive work for individuals under different 
systems of organization; for example, when serv- 
ices are performed by salaried health-department 
personnel or by individual physicians paid for 
work in their private offices. Hospitals and their 
outpatient departments present numerous problems 
by themselves, both professional and economic. 
Should more public funds be used for medical edu- 
cation and research? At the present time insufh- 
cient data are available as to the comparative ex- 
penditure for education and research from tax 
funds and private funds respectively. The needs 
for medical and hospital service in rural areas 
present major problems which have received all 
too little first-hand investigation. 

Some of the most timely subjects for inquiry 
might be listed as follows: 


The study of public services in selected communities, 
urban and rural, in different parts of the country, with 
reference to (1) scope, quality and costs of care provided, 
and (2) organization and co-ordination of services. 

The relation of public medical care for sickness to the 
preventive services furnished by health departments, 
schools and other agencies. 


The use of public funds for hospitals and clinics with 
special reference to (1) voluntary hospitals, (2) diagnostic 
and consultative services, (3) care of chronic diseases, and 
(4) rural areas. 


The relation of public medical services in various states 
and communities to medical services supported by private 
practice, voluntary gifts or voluntary insurance. 
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The extent to which public funds, as compared with 
voluntary support, are now employed in medical education 
and research, and the comparative effects of each upon 
standards and results. 


The possibilities of economic savings through the pro- 
vision of adequate and co-ordinated medical care, both 
curative and preventive. 


Estimates of need for various forms of medical care 


among persons who are receiving support from public 
funds. 


Estimates of need for tax appropriations for medical 
care among special groups of persons —for example, the 
aged, or particular diseases or groups of diseases, such as 
cancer and chronic illness. 


Effective inquiry into these subjects will require 
the participation of physicians with specialists in 
various branches of social science. Certain topics 
involving the qualitative elements of medical serv- 
ice are primarily for the physician, and his par- 
ticipation is always needed in designing studies 
afd in interpreting data. But in many inquiries 
the primary technics of research are those in which 
economists, sociologists and statisticians are expert. 
The best development will require the disciplined 
thinking of medical and social scientists, followed 
by the participation of men of action. 


These studies must be scientific, but they must 
not be academic. Social action in medical care is 
proceeding. Sickness is not postponed to await 
the outcome of contemplation. Nor are studies 4 
ground for postponing action; for, as the preced- 
ing list shows, among the most significant types 
of study is the critical observation of current action 
and experimentation. A desire to lessen the suffer- 
ing and economic loss from neglected sickness and 
to apply more fully the powers of medicine for the 
prevention and control of disease is daily impelling 
both physicians and laymen to action. The same 
desire leads also to the deliberate organization of 
experiments for working out the most effective and 
economical methods for accomplishing these re- 
sults. Medical societies, unofficially organized 
groups of physicians, hospitals, co-operative so- 
cieties, industrial organizations and public bodies 
are among the groups which have already initiated 
such action and experimentation. Medical service 
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must be judged from the point of view of the 
people who receive and pay for it, as well as from 
the standpoint of the physicians and institutions 
that furnish it. The participation of medical and 
social scientists is therefore needed in appraisal as 
well as in planning, and the rate and smoothness 
of progress will depend largely upon ungrudging 
co-operation between physicians and the public. 
9 Rockefeller Plaza. 
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GASTRODUODENAL ULCER 
Etiology, Treatment and End Results 
Burritt B. Cronn, M.D.* 

NEW YORK CITY 


7. HE problem of gastroduodenal or peptic ulcer 
is daily becoming of greater importance and 
interest. Originally a thorn in the side of the 
internist, who could neither understand its etiology 
nor control the permanent end results of treat- 
ment, it has involved surgeons in bitter dispute, 
has caused frequent compensation suits as a cause 
of disability, has interested insurance actuarians in 
its effects upon longevity and morbidity, and has 
become an increasing economic burden to states 
and their hospital systems. Bashford and Scott’ 
in a study of British post-office employees have 
shown that peptic ulcer causes a definite loss of 
working efficiency. Of those so afflicted 31.6 per 
cent had an average annual incapacity of 30 days, 
27.7 per cent from 14 to 28 days, 17.7 per cent from 
7 to 14 days, and 23 per cent from 1 to 7 days. 

Whether or not peptic ulcer is becoming more 
frequent, roentgenography has made its recogni- 
tion easier. Growing knowledge of its clinical 
manifestations has brought to light many cases 
previously overlooked. The remark of Christian? 
in 1929, that four times as many cases were being 
treated in the wards of the Peter Bent Brigham 
Hospital as were formerly seen there, is signifi- 
cant of increasing recognition, if not of increasing 
incidence. 

ETIOLOGY 


Man is the only animal regularly subject to 
chronic peptic ulcer. It is plausible to link his 
psychic and emotional activity to the incidence 
of the disease. We may well ask whether the 
increasing incidence does not eventuate from chang- 
ing economic conditions, with their resultant nerv- 
ous and emotional stresses. The rise of modern 
industry and its problems, the bitter struggle be- 
tween the classes and the workers’ unprecedented 
political unrest may well be the sources of increase 
of some human diseases. The discord in the polit- 
ical and economic world and in family life of today 
must reflect itself in psychic activity and in the cere- 
bral and autonomic nervous systems. Is it extreme 
to reconsider etiology from a neurogenic view- 
point? 

Pathologists the world over find in autopsy sta- 
tistics an incidence of approximately 10 per cent of 
active or healed chronic peptic ulcers. The entire 
alimentary tract is subject to ulcerations of un- 


Presented at the annual meeting of the New Hampshire Medical Society, 
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*Associate in medicine, Mt. Sinai Hospital, New York City. Associate 
in medicine, Columbia University, College of Physicians and Surgeons. 


known origin —aphthous stomatitis, esophageal 
ulcer, gastric and duodenal ulcer, nonspecific 
ulcerative colitis, and ileitis and jejunitis as well. 
The lesion is always ulcerative, the variations 
in course and in pathology depending upon 
what digestive fluids serve the region affected, 
and upon the factors of secondary infection. 
In the esophagus, stomach and duodenum the 
acid peptic chyme predominates; in the small 
intestine, tryptic activity. In the terminal ileum 
and the bacteria-laden colon, infection soon as- 
sumes the more prominent role, though ulceration 
and hemorrhage may precede by months the in- 
fective colitis. 

The disease occurs in greatest incidence proximal 
to the sphincters of the alimentary tract — before 
the cardia, before the pylorus, before the ileo- 
cecal sphincter, and before the rectosigmoid and 
anal sphincter. Two common denominators cover 
the entire alimentary tract —the autonomic nerv- 
ous system and the digestive fluids. Function, se- 
cretion and motor activity are under the direct con- 
trol of the parasympathetic and sympathetic nerv- 
ous pathways; digestion proceeds under the in- 
fluence of enzymatic activity. The cause of ulcer 
lies somewhere between the two. 

Practically all the diseases mentioned occur in 
young people, or at least originate in youth, that 
most emotional period of life, and are carried over 
to full maturity. Just as the various kinds of in- 
sanity most commonly arise in youth, may we not 
at this same period expect diseases of the autonomic 
nervous system? 

Experimentally, gastric erosions and ulcerations 
have been repeatedly produced by sections of the 
vagi (Zironi,’ van Yzeren,* Ophiils’), by stimula- 
tion of the vagi (Keppich*), by extirpation of 
the celiac plexus (Gundelfinger’), and by various 
methods of stimulating or paralyzing the vagi or 
the sympathetic nerve fibers. True, the ulcers so 
produced in animals are not analogous to those 
in man, but they have occurred with sufficient fre- 
quency to demand attention, even though the 
results have been inconsistent. Functional derange- 
ments may well occur in the control of the auto- 
nomic nervous system over gastric secretion and 
motility. That such a disordered control might re- 
sult in ulcer was hypothecated by von Bergmann,*® 
who visualized a localized ischemic spasm of the 
gastric or duodenal mucosa, with local resistance 
to peptic erosion diminished by the overexcited 
vagal influences upon secretion. 
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It has been clearly shown that the immediate 
control of the autonomic nervous system rests in 
the diencephalon, more particularly in the hypo- 
thalamus and the cells of the tuber cinereum. Beat- 
tie*? has demonstrated that stimulation of the hypo- 
thalamus increases peristalsis of the intestine and 
of the stomach and causes an increase of gastric 
secretion. Section of the vagi destroyed this effect. 
Kabat, Anson, Magoun and Ranson* showed in 
cats direct inhibition of tone and peristalsis fol- 
lowing hypothalamic stimulation, proving a direct 
relation between the midbrain and the sympa- 
thetic nervous system. 


Carrying this reasoning a point further, it has 
been shown by Keller® that experimental injuries 
to the midbrain of dogs resulted in marked hy- 
peremia of the gastric and duodenal mucosa, even 
to the point of extreme congestion and outright 
hemorrhage; in several animals multiple erosions 
were produced just proximal to the pylorus. When 
this experiment was repeated with monkeys (Hoff 
and Sheehan'®), mucosal erosions were created 
by hypothalamic injury. 

Watts'* has shown a definite influence of the 
cerebral cortex over the intestinal function. By 
stimulating the premotor area of the cortex, he 
_ produced intestinal rushes so that even intussus- 
ception resulted. Thus it seems that areas of the 
cerebral cortex may well influence the alimentary 
tract through the hypothalamus and the autonomic 
nervous system. | 


Most important of all are the observations of 
Cushing;’? 3 cases of cerebellar tumor subjected 
to operation were found at autopsy to have suf 
fered an early fatality from perforating lesions of 
the esophagus, stomach or duodenum. Stimula- 
tion of this hypothetic parasympathetic center was 
produced by intraventricular injections of pilo- 
carpin and pituitrin, resulting in increased gastric 
motility and gastric hypersecretion. In the opin- 
ion of Cushing, these observations lend support to 
the proponents of the neurogenic theory of ulcer- 
ation sponsored by Rokitansky’® and Virchow."* 
To quote Cushing’s own words: 


Those favorably disposed toward the neurogenic con- 
ception of ulcer have in process of time gradually shifted 
the burden of responsibility from the peripheral vagus 
to its center in the medulla, to the midbrain, and now 
to the interbrain, newly recognized as a highly important, 
long overlooked station for negative impulses easily affected 
by psychic influences. So it may easily be that highly 
strung persons who incline to the form of nervous insta- 
bility classified as parasympathetic (vagotonic) through 
emotion or repressed emotion are particularly prone to 
have chronic digestive disturbances with hyperacidity often 
leading to ulcer. 


Up to this point the experimental physiologist 
can carry us as far as the midbrain and the cere- 
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bral cortex. Now step in the psychologist, the 
psychoanalyst and the anthropologist, combining 
to study the exterior stimuli and psychic traumas 
which, originating in the world of personal con- 
flicts, activate the brain and the psyche, disturb 
the sympathetic ganglionic cord, and so react upon 
the physiologic function of the alimentary tract. 
Eppinger and Hess’® emphasize the vagotonic 
individual as prone to ulcer, excitable, hypersensi- 
tive, with cold, clammy hands, spastic constipa- 
tion, exaggerated reflexes, hyperacidity and vaso- 
motor instabilities. Draper’® has added an ana- 
tomic, psychologic and pharmacologic constitu- 
tional type: narrow-jawed and with high, closely 
fitting teeth, narrow dental arch and high cheek 
bones, together with a labile, excitable tempera- 
ment and a hypersusceptibility to drugs. Thus, 
too, Winkelstein*’ speaks of the patient with ulcer 
as oversensitive to electrical stimulation of muscles, | 
and with an exaggerated response to epinephrin 
and atropin. 
If the ulcer “constitution” is thus hypersensitive _. 
and poorly protected from exterior stimuli, then 
when subjected to psychic trauma the patient 
reacts, not with a functional disturbance of the in- | 
testines or the stomach but with the production of _ 
ulcer. This is exactly the belief of Moschcowitz,"* 
who has reviewed the hypothesis of the psychogenic 
origin of organic disease. Net alone Graves’s dis- | 
ease but also ulcer may be the result of the inter- 
action of psychic trauma and a susceptible nerv- 
ous system. He finds the psyche of ulcer patients 
more or less uniform; they are highly irritable, 
sensitive, self-absorbed, “all-or-nothing folk.” They 
are ambitious and aggressive, but suppress their 
emotions. 
It is of interest to note that Rivers’® reports that _ 
of a group of physicians who were specialists, 20. 
per cent had ulcer. It is well known that doctors _ 
suffer very commonly from this disease. On the 
other hand, in the Himalayas and Japan, where 
the sands of life run more slowly, ulcer is an in- 
frequent occurrence. In Negroes in the South, 
Rivers found only 1 possible ulcer in 200 hospital 
patients, and Boland” has similarly found the inci- 
dence in the Negro race half of that among .Cau- 
casians. 
Alexander* carries the story a step farther by 
finding by psychoanalysis in each ulcer case a psy- 
chic conflict between the necessity to give and 
the unfulfilled desire to be loved, with resultant 
overcompensation, of which the vomiting or con- 
stipation of ulcer may be part of an oral regres- 
sive syndrome. Thus the extreme infantile re- 
ceptive cravings create a strong feeling of inferiori- 
ty leading to the typical mechanism of overcom- 
pensation. 
If even laboratory experiments with their exten- 
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sive systems of control give inconsistent results, 
open to doubt and criticism, how much more 
difficult of proof would be the establishment of the 
relation of psychic stimuli to organic disease? 


I am very skeptical of the relation between per- 
sonality and sex suppressions and psychic discords 
and ulcer. The individual whose past and present 
life is so uneventful that there are no conflict of de- 
sires and no disharmonies does not exist; to find 
emotional problems or minor sex repressions is only 
too easy, but their attribution to ulcer must in most 
cases be a non sequitur. 


Nor must one go far afield to describe an “ulcer 
constitution.” For every organic case there are 
10 functional disturbances as seen in office prac- 
tice. All such patients are hypersensitive, hyper- 
irritable, with emotional problems and_ psychic 
restlessness. There are likely to be 9 with flatu- 
lence, aerophagia, spastic constipation or subjec- 
tive distress to 1 with ulcer. The unknown 
factor which causes chronic indigestion and dys- 
pepsia in one patient and ulcer in another has not 
yet been determined. Perhaps, as has been said 
by many writers, this factor is in the hypothalamus 
or the autonomic nervous system. 

The local production of ulcer depends upon at 
least one constant factor—free gastric acidity. 
When critically analyzed by histamine test meals, 
all gastric ulcers exhibit free acidity; practically all 
duodenal ulcers show hyperacidity, and most of 
them show hypersecretion. A night Rehfuss curve 
taken during sleep from duodenal ulcer patients 
regularly shows a continuous hypersecretion of 
high acid titer. In reviewing the results of 600 
cases of partial gastrectomy for ulcer, we have 
noted that where a successful postoperative anacid- 
ity obtains no recurrence ever takes place. All sub- 
sequent recurrences or anastomotic ulcers occur in 
cases where gastric acidity is retained. 

The relation of acid to ulcer has been conclu- 
sively demonstrated experimentally. In the experi- 
ments of Mann and Williamson” in which the bile 
and the pancreatic secretion were diverted to the 
ileum, the upper intestine thus being deprived of 
its normal neutralizing defense, ulcer occurred in 
14 of 16 animals in the jejunal loop adjacent to the 
pylorus. Mann and Bollman** further demonstrat- 
ed the progressive distal susceptibility of the small 
intestine. When exposed experimentally, by anas- 
tomosis, to the direct action of unneutralized peptic 
juice, the duodenum was least susceptible, the je- 
junum more so and the ileum most susceptible to 
the creation of ulcer by corrosive action of acid and 
pepsin upon an exposed segment of normally alka- 
line intestinal mucosa. Elman and Hartmann?! 
produced in dogs spontaneous peptic ulcers of the 
duodenum by diverting the pancreatic juice and 
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causing its continuous external loss. A _ gastric 
ulcer was similarly produced by Hoerner.** In a 
personally observed case of pancreatic cyst in an 
adult with marsupialization, a permanent fistula 
developed which could not be closed. Death re- 
sulted from a perforating duodenal ulcer, the ex- 
perimental conditions and observations of Elman 
and Hartmann thus being reproduced. 

All other factors in the production of ulcer are 
of secondary importance or secondary to the ulcer. 
The gastritis described by Konjetzny”® is probably 
the result of the ulcer rather than its cause. The 
whole problem of gastritis, its pathology and its 
clinical manifestations, is still very nebulous. The 
normal histology of the stomach in the various 
decades of life is still to be determined. That a 
severe suppurative gastritis or duodenitis can oc- 
casionally produce acute multiple ulcerative ero- 
sions of the stomach or duodenum is admitted, but 
this does not correspond to the chronic callous 
ulcer as seen clinically. 

The bacterial hypothesis of Rosenow,?’ whose 
work has been so ably repeated by Haden,”® is 
most striking. However, the finding of a strepto- 
cocci in human ulcers does not establish their causal 
relation, nor are the experimentally reproduced 
acute fundal erosions in animals identical or even 
analogous with the chronic peptic ulcer of man. 

Occasional cases of traumatic peptic ulcer have 
been noted. Direct or even indirect trauma to the 
epigastrium or the body may produce within 
twenty-four hours a bleeding ulcer of the stomach 
or the duodenum. 


TREATMENT 


That healing can take place is now beyond dis- 
pute. Time was when many skeptics believed 
that even in the intervals between attacks the ulcer 
lay open though dormant. The fact that approxi- 
mately 5 per cent of autopsied cases show healed, 
scarred ulcers is an obvious token of their repara- 
tive ability. Roentgenologically, the progressive 
diminution of the size and the depth of a pene- 
trating niche on the lesser curvature can be satis- 
factorily demonstrated until no lesion is seen. The 
average period of healing is from three to four 
weeks. 

We have further clearly proved by studying 
resected specimens that ulcers heal in two or three 
weeks after a hemorrhage. During this waiting 
period after a severe melena, conservative medical 
treatment was followed. However, the hemor- 
rhages, having been repeated, constituted a clear- 
cut indication for operation. The resected speci- 
mens showed filling of the crater with granula- 


tions, and the beginning of complete epithelial 
regeneration. 
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But ulcers are capable of repeated recurrences at 
the same site, frequently at stated times of the 
year, thus making it possible to formulate a life 
cycle for ulcer. Whether the recurrences appear 
once in three months, or once in six months, or 
after twenty years, their possibility is always to ve 
borne in mind. Treatment is therefore aimed at 
immediate alleviation of symptoms, at healing of 
the defect in the stomach or duodenum and at 
the permanency of that result; that is, at the 
prevention of recurrence. 

The usual conservative treatment, consisting of 
a modified Sippy diet, suffices for the average case. 
The basis of the local treatment is the use of milk, 
cream, eggs and cereals to neutralize the free acid 
of the gastric secretion, and the use of soft, easily 
digested foods to allay the irritability of the gas- 
tric wall. Thus also is the gastritis relieved. Fre- 
quent feeding of foods rich in protein, adminis- 
tered every one to two hours, with intermediate 
moderate doses of alkaline powders, causes a 
continuous neutralization of the free acid of the 
chyme, so that throughout the day the stomach 
is washed by a pabulum in which free acid has 
been adequately controlled. That such neutrali- 
‘zation takes place can be proved by an indwelling 
Rehfuss tube during such a typical day (Crohn,” 
Wosika and Emery*’). With proper administra- 
tion, free acid is absent except for occasional short 
intervals before feedings. The alkaline powders 
are a necessary adjunct; they should be given in 
small doses, 15 to 20 gr., so as to avoid the sec- 
ondary reaction of acid production which accom- 
panies excessive dosage, and to prevent alkali in- 
toxication when absorbable alkalies are used. 

The use of nonabsorbable alkalies such as cal- 
cium carbonate and the triple phosphates of am- 
monium is often advisable. They act as adequate 
antacids, and afford an ample substitute for so- 
dium and magnesium salts when alkali intoxica- 
tion — headaches, malaise and loss of appetite — 
threatens. So also the colloidal salts of aluminum, 
acting as adsorbents of acid, afford adequate sub- 
stitutes for the soluble alkalies. Various prepara- 
tions are on the market, most of them of a re- 
pulsive taste, but others in powder or suspension 
forms are very acceptable. 

The dietary treatment should be followed strict- 
ly for four weeks, and more leniently for several 
succeeding months. In the latter period the diet 
is liberal and appetizing, including meats, puréed 
vegetables and cooked fruits, an adequate protein 
quotient being maintained, so that no_ patient 
need complain of monotony. Weight must be 
retained by adequate feeding, since loss in weight 
of over 20 per cent in ulcer cases leads to a high 
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mortality (33 per cent), as shown by Studley.*° 

Ambulatory treatment suffices in the large ma- 
jority of cases. In fact, the arduous necessities of 
today often make it imperative that a man be main- 
tained as a functioning member of his family and 
of the community. Where complications exist or 
threaten, the course must be modified and bed 
rest insisted upon; otherwise the ambulatory treat- 
ment gives good results. It is better to allow a 
man with responsibilities and anxieties a moderate 
control of his affairs than to keep him in bed, 
fretful and restless and anxious, thus continuing 
the very agencies that probably activated the ulcer. 
The world-wide economic depression has probably 
not only increased the incidence of ulcer but also 
made more difficult a restful period of healing. 
Most patients could not be hospitalized if we would 
have them. However, intractable ulcers and the 
existence of complications often call for protracted 
bed rest. Here not only should the dietary re- 
strictions be enforced in the strictest manner, 
but visitors should be excluded and sedatives 
more freely utilized. Since we are inclined to 
believe that vagus hyperactivity and cerebral over- 
stimulation are factors in the etiology of the ulcer, 
sedation of the nervous system is clearly indicated. 
Beattie*’ has indicated that the barbiturates have a 
sedative effect on the hypothalamus; their use in 
ulcer therapy is therefore to be encouraged. 

In severe, intractable ulcers I find the milk-drip 
method of Winkelstein** of great value. The con- 
tinuous drip of milk at the rate of 40 drops a 
minute through an indwelling intragastric cath- 
eter or Levin tube maintains a constant buffer ac- 
tion in the gastric lumen. While the Sippy dietary 
method prevents free acidity only during the day, 
giving free play to its baneful activity during the 
night, the milk-drip method neutralizes it night 
and day. Anyone who studies the high acid se- 
cretion of a duodenal ulcer case during the night 
must be convinced of the efficacy of a drip treat- 
ment that combats it. Often a compromise is pos- 
sible between the ambulatory day period of dieting 
and the nocturnal drip method. Patients may 
be allowed to continue at their activities, though 
dieting throughout the day. At night the patient 
is taught to insert his own Rehfuss tube and in-~ 
stitute his own drip method. 

The immediate effects of the drip method are 
excellent, and it is well applied to severe and in- 
tractable cases, particularly where night pain is a 
severe symptom. The results in a given case over 
a period of years, however, are not so much better 
as to Warrant an enthusiastic and uniform employ- 
ment of this rather arduous procedure. Recur- 
rences are common with this as with all other 
methods. The employment of a continuous drip 
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of colloidal aluminum hydroxide, as advocated and 
practiced by Woldman and Rowland,”* seems logi- 
cal, although it offers little advantage over the 
milk-drip method. 


With other newer —or shall 1 call them new- 
fangled? — methods of ulcer treatment I have lit- 
tle sympathy. Mucin has been warmly advo- 
cated; most preparations are nauseating, and their 
results are disappointing. I doubt whether the 
deficit of mucin is a factor in ulcer cases (An- 
derson and Fogelson™). The intravenous use of 
sodium chloride or sodium citrate is illogical, and 
has never gained popularity except with over- 
zealous practitioners. 

The intramuscular injection of nonspecific pro- 
teins or other chemical agencies was advocated 
long ago by Holler*® and by Pribram,** and was 
reported from the Continent with some enthusiasm, 
The method went into desuetude, probably owing 
to its inadequacy, but has been revived of late in 
such preparations as Synodal and histidin, known 
to the trade as Larostidin. I have failed to find any- 
thing of value in these agencies. Reports concern- 
ing them in the literature to date are extremely 
guarded when given by men who value their 
professional reputation, and enthusiastic when 
coming from overzealous practitioners who evi- 
dence but little judgment. The use of histidin 
is based on the hypothesis of Weiss and Aron,** 
who observed that in Mann-Williamson dogs, his- 
tidin, an aminoacid by-product of protein digestin, 
was diminished in the intestinal segment subjected 
to experimental ulceration. They held that the 
parenteral injection of histidin offset the loss of 
aminoacid in the affected segment, and thus pre- 
vented in some cases the formation of the experi- 
mental ulcer, or encouraged its healing when 
formed. It does not seem reasonable to suppose 
that the daily injection of 5 cc. of a 4 per cent so- 
lution of histidin can compensate for the extensive 
loss of aminoacid that results when the pancreatic 
and bile ducts of the dog are transplanted to the 
ileum. However, reports of its clinical use, as 
published by Bulmer,”* Ratschow*® and Rafsky,*® 
are guardedly equivocal, while enthusiasts such 
as Manginelli‘’ successfully employed _histidin 
in ulcer cases, gastric neuroses, angina pectoris 
and cholecystitis. Needless to say, controls are 
lacking. The relatively critical and controlled sci- 
entific observations of Sandweiss**® do not justi- 
fy the routine employment of this injection method. 
The expense involved, the daily visits, the local 
and general reactions and the high percentage of 
recurrences after six months of this treatment fail 
to establish a case for histidin as against the more 
orthodox conservative dietary routine. Treatment 
by injection smacks more of the Continental fond- 
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ness for proprietary drugs, and probably redounds 
more to the benefit of the commercial houses that 
promote them than to the welfare of the patient. 


RECURRENCES 


To “cure” an ulcer under a given type of treat- 
ment that is based on diet and rest is an easy 
matter, succeeding immediately in 93 per cent of all 
cases (Crohn*’). To perpetuate that result is the 
problem. Recurrences are prone to follow sooner 
or later, usually soon. Several factors besides peri- 
odicity favor a recurrence. Excessive food or drink 
and disregard of dietary precautions, predicated 
upon a short memory for pain, are the most usual 
causes for recurrence. Like the obstetric patient, 
few persons can long remember the distressed days 
and painful nights of ulcer activity. People yield 
easily to the temptation of rich or spicy delicacies; 
indigestion, hyperacidity and ulcer recurrences re- 
sult. 

The abuse or even the moderate use of alcohol 
is injurious to the ulcer diathesis. Gastritis is in- 
tensified; a single orgy of drinking is often ac- 
countable for a recurrent ulcer. It is better for an 
ulcer patient to abstain from alcohol completely; 
small amounts of beer or even a weak highball in 
carbonated water is hardly injurious during pro- 
longed remissions, but uncontrolled drinking and 
the taking of hard liquor in neat form or as a cock- ° 
tail must be avoided. 


The role of tobacco in ulcer is a debatable one. 
That tobacco, particularly in the form of cigarettes, 
increases gastric secretion and produces acid hyper- 
secretion and pylorospasm has been shown experi- 
mentally and can be demonstrated in any Rehfuss 
test-meal experiment; it is commonly seen clini- - 
cally in the catastrophes of adolescent amateur 
smokers. In fact, cigarette smoking can produce in 
a susceptible individual the picture of a pseudo 
ulcer, complete even to duodenal-cap deformity, 
resulting from smooth-muscle spasm in the pres- 
ence of nicotine paralysis of the sympathetic nerve 
synapses. Such cases are difficult to recognize 
clinically and to differentiate from true ulcer; the 
history of the continuous overuse of cigarettes 
such as is commonly seen in men, and now also in 
women, should lead one to suspect nicotine in- 
toxication rather than ulcer. In any ulcer case 
that is rebellious to treatment, suspect nicotinism. 
Many such cases clear up a few days after absten- 
tion from tobacco. Cigars and pipes are less ob- 
jectionable. 

Smoking not only aggravates ulcer symptoms, 
but also causes recurrences. Scientific proof of 


this statement is obviously impossible, since so 
many other factors enter into the persistence or 
recurrence of symptoms. I am not alone, however, 
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in believing that smoking is deleterious to ulcer 
cases; indeed, I insist upon all my ulcer patients’ 
either giving up smoking or keeping it to a min- 
imum. 

One of the commonest causes of ulcer recurrence 
is an upper respiratory infection, mild or severe — 
rhinitis, sinusitis, grippe or tonsillitis. It is al- 
most impossible to keep an ulcer patient cured in 
the presence of recurrent suppurative sinus attacks, 
chronic follicular tonsillitis or repeated head colds. 
Even pleurisy or pneumonia may result in a recur- 
rence. Upper respiratory infection probably acts as 
an allergen to the bacteria resident in an ulcer 
site, rather than as a direct infecting agency. The 
clinical result is, however, the same. Focal infec- 
tions must be eradicated where possible; this does 
not mean that every tonsil must be removed or 
every cheesy deposit regarded with alarm. But 
tonsils subject to recurrent inflammation, and par- 
ticularly nasal septum deviations and sinus foci 
of suppuration, should where possible be removed. 


Excessive mental or physical labor should be 
avoided, lest fatigue or exhaustion induce a re- 
currence of symptoms. Vacations and a change 
of atmosphere, both mental and climatologic, are 
beneficial, and often result in healing of the ulcer. 
Crises, bad news and mental anxiety often initiate 
recurrences. | 

Violent games also lead to recurrences. Hand- 
ball and competitive sports should be interdicted, 
but golf is permissible. 


COMPLICATIONS 


The one complication that presents a problem 
in medical treatment is hemorrhage. Approxi- 
mately 25 per cent of ulcer patients at one time 
or another suffer from gross hemorrhage, hemat- 
emesis or melena. The hemorrhage is frequently 
severe, alarming and threatening to life. Yet, 
critical as the situation appears at the moment 
‘of greatest exsanguination, it need not cause ex- 
treme alarm. In my own experience with gross 
hemorrhage, only 4 per cent of such emergencies 
have terminated fatally when conservatively 
handled. Since only 25 per cent of ulcer cases 
bleed, this gives a total mortality of hemorrhage 
in ulcer of less than 1 per cent; Hurst and Stew- 
art’s** estimate is 2.5 per cent of severe ulcer 
cases under hospital care, and Meulengracht’s™ 
1 per cent. While much higher figures have been 
reported by other writers, among them Christian- 
sen,*° my experience indicates that under careful, 
conservative treatment the mortality is extremely 
low and the outlook good. Some difference of 
opinion exists as to whether tu feed a patient dur- 
ing the period of actual bleeding. Hurst and Stew- 
art** starve their patients for three days, as is 
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the practice at the Mayo Clinic. I have tried both 
feeding and non-feeding and after thorough ob- 
servation am convinced that abstention from all 
food is the advisable course. Very recently Meulen- 
gracht"* has again advocated full feeding during 
the active hemorrhage, on the basis of neutraliz- 
ing the free acidity and preventing digestion of the 
adherent blood clot in the open vessel or vessels. 
He attributes his low mortality (1 per cent) to this 
procedure. I still prefer three days of starvation, 
with the accessory use of a continuous intravenous 
drip of 5 per cent glucose. In this way fluid 
and available sugar are introduced parenterally in 
sufficient amounts to carry the patient over a 
critical period. 


Opium and the barbiturates should be liberally 
administered so that the patient will be at com- 
plete rest and fully relaxed, mentally and physical- 
ly. For a hemorrhage patient to be found awake 
and alert is evidence of a misdemeanor on the 
part of the hospital staff. 


In counseling against the overuse of blood trans- 
fusions I again find myself in accord with Hurst 
and Stewart.** Severe reactions may ensue, caus- 
ing more harm than good. With the patient well 
narcotized, one may await a drop of hemoglobin 
to 30 per cent or a fall of systolic blood pres- 
sure to below 90 mm. before feeling impelled to 
institute a transfusion. With vigilance, skill and 
calmness hemorrhage cases can be handled with 
only an occasional mishap. 


Meulengracht** has also recently noted an eleva- 
tion of the blood urea in hemorrhage cases. This 
he attributes to kidney damage by the toxins 
through damage to the tissue. This acute azo- 
temia in severe hemorrhage has been confirmed by 
Christiansen,** Holmgren*® and others. Its signif- 
icance and prognostic importance await further 
study. When anacidity is not produced, anasto- 
motic ulcers occur in about 6 per cent of cases. 

The mortality risk is much too high for the rou- 
tine employment of operative procedures; recur- 
rences are far too frequent for a prospect of last- 
ing cure. Surgery should be restricted to carefully 
chosen cases, and should be employed only when 
protracted medical treatment has failed. 

The problem of ulcer lies between a hypersensi- 
tive, irritable, often neuropathic patient, with an 
acid gastric factor, and his physician. The intern- 
ist can “cure” the ulcer; the permanency of the re- 
sult lies with the patient. Given a docile individ- 
ual, mentally well disciplined, willing and able 
to co-operate throughout life with dietary precau- 
tions and the avoidance of nervous anxiety and 
excessive work, one who can take reverses and con- 
flicts in his stride, a durable result is very likely. 
Again, given a patient who can prevent recurrent 
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infections and realizes the dangers of the overuse 
of alcohol and tobacco, a good prognosis is assured. 

To the patient we must say, as we say to a dia- 
betic, * ‘Once an ulcer case, always a potential ulcer 
case”; and so, having led him out of his ulcer 
crisis and guided him into the path of proper care 
and precaution, we leave the durability of his well- 
being to him. 


RESULTS OF TREATMENT 


The immediate results of medical treatment of 
ulcer cases are most satisfactory but the follow- 
ups are disappointing. There is no dodging the 
fact that most ulcers medically treated recur in 
time — sooner rather than later. Most of the re- 
currences take place within the first year (31 per 
cent); within one to four years approximately 50 
per cent show recurrence, with symptoms. After 
three years only 41.2 per cent remain cured 
(Crohn*’), and after four years only 27 per cent. 
These figures are quoted from experience with 
ward cases representing the poorest class of clini- 
cal material, subject to privation and incapable, 
because of strained economic circumstances, of ob- 
serving the proper dietary precautions and of 
avoiding excessive physical work and nervous anx- 
iety. These estimates were made during the pre- 
depression period. Is it likely that the economic 
debacle has improved them? The figures of Fried- 
enwald** and of Jordan*® are more favorable be- 
cause they represent private patients. But the gen- 
eral situation is none too hopeful. 


For intractable cases —those suffering compli- 


cations such as repeated hemorrhage, pyloric sten- 
osis and perforation, and those suspected of carci- 
nomas — surgical intervention is highly advisable, 
if not obligatory. When operation is indicated, 
partial resection is the method of choice, given a 
favorable subject and a skillful surgeon. By pro- 
ducing an anacidity, in all gastric cases and in 
most duodenal ulcer cases (66 per cent), recur- 
rences are avoided. Women fare better than men, 
since recurrences in females after resection are 
most exceptional. Partial resection for ulcer is far 
more satisfactory than gastroenterostomy with its 
high percentages of anastomotic recurrent ulcers, 
varying from 2 to 30 per cent. While the opera- 
tive mortality of resection (11 to 14 per cent) is 
higher than that of gastroenterostomy (2 to 8 per 
cent), its end result, when an anacidity is pro- 
duced, is permanent cure. 
1075 Park Avenue. 
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Discussion 


Dr. THomas M. Duptey, Concord: When Dr. Crohn 
started to give his address, I made a list of questions to 
ask him, but it seems he has answered all of them in his 
very thorough discussion. His remarks on etiology were 
most interesting. I am glad that he spent so much time 
on that subject, because we see so many ulcer patients 
who have important points in their story indicating a 
neurogenic factor. 

He spoke of hemorrhage as a complication. Just the 
other day I ran across a case of supposed hemorrhage from 
a gastric ulcer, with a history of previous ulcer and pre- 
vious treatment. The patient was a man of about forty 
who three or four days after a massive hemorrhage de- 
veloped obstruction. We found out that he had cirrhosis 
of the liver, and not gastric ulcer. 

In speaking of the treatment of duodenal ulcers, I was 
particularly interested in Dr. Crohn’s mention of the milk 
drip. That is new to me. One of the most important 
problems in these cases, as Dr. Crohn has said, is the con- 
trol of the high acidity. 

I should like to ask Dr. Crohn for his impression of 
the tribasic phosphates of magnesium and calcium. We 
hear a good deal about their use in place of the routine 
Sippy powders. I have employed them a great deal in my 
cases and have always been pleased with the result. As 
Dr. Crohn says, alkalosis seems to be more written about 
than seen. I think I have seen 1 case, due not to the 
powders but to the prolonged use of Citrocarbonate by a 
patient in attempting to treat his own case. He had a 
definite alkalosis, with persistent vomiting, which cleared 
up when the alkalosis was corrected. 


Dr. W. J. Paut Dye, Wolfeboro: I have been asked to 
discuss this paper from the standpoint of surgery — my 
own field. Dr. Crohn has covered the ground so com- 
pletely that there is little to add. 

The recognition and incidence of gastrojejunal ulcer 
have apparently increased with the complexities of our 
modern, hectic and at times economically unstable life. 
All of us, whether physicians or surgeons, frequently en- 
counter cases of this type, and are concerned in dealing 
with this very prevalent and vital problem. 

It cannot be overemphasized that the treatment of 
these cases should by and large be medical and not surgi- 
cal. Primary medical treatment shows most satisfactory 
results —up to 90 per cent of apparent cures. Fifty per 
cent may show recurrence because the prescribed medical 
regime has not been strictly followed, but can be relieved of 
recurrent symptoms under strictly supervised medical 
treatment. 

Some surgical “don'ts” may well be mentioned. Do not 
consider surgical treatment of ulcer until medical meas- 
ures have definitely failed to give relief. Do not perform 
a gastroenterostomy as the sole operation for medically un- 
relieved cases without pyloric obstruction. About 16 per 
cent of these cases will develop a gastrojejunal ulcer at 
the point of anastomosis, inasmuch as hyperacidity, one of 
the basic factors in the development and aggravation of 
such ulcers, is still present. Furthermore, the symptoms 
of the original ulcer are rarely if ever relieved by this pro- 
cedure. On the other hand, there are definite indications 
for surgical intervention, to be carefully considered and 
done in selected cases only. These are as follows: 


1. If a strict regime of medical treatment has failed to 
bring relief after eight weeks or longer. 

2. After repeated hemorrhages, uncontrolled by medi- 
cal measures. 


GASTRODUODENAL ULCER —CROHN 


155 


3. In cases that show persistent pain, unrelieved after a 
reasonably long course of medical therapy. 

4. In cases that show a partial or complete pyloric ob- 
struction, unrelieved by medical treatment. 


5. In cases with perforation. 


When surgical intervention is definitely indicated and 
deemed expedient, the operations of choice are resection 
of the ulcer, partial gastric resection, or duodenal resec- 
tion. The type of operation naturally depends on the 
location of the ulcer and on special considerations in the 
given case. As Dr. Crohn has pointed out, the operative 
mortality for resection (11 to 14 per cent) is higher than 
that of gastroenterostomy alone (2 to 8 per cent). Its end 
results, when an anacidity is produced, mean a perma- 
nent cure. 


Dr. Anton J. Cartson, Chicago: For thirty years I have 
been particularly interested in the experimental side of this 
subject. Dr. Crohn has been a very successful and con- 
servative worker in this field. I wonder, however, whether 
we should be quite so dogmatic as to say that ulcers do 
not occur in anacidity. I feel that this problem has not 
been definitely solved. I believe also that present-day sta- 
tistics on the prevalence of ulcers show a great many 
pseudo-ulcers, based essentially on pain and other symp- 
toms, and that if the surgeons operated they would be 
unable to find an organic ulcer. This probably swells the 
statistics considerably. 

The main point I want to make, however, is this: Dr. 
Crohn devoted much attention to the nervous and emo- 
tional factors. There still remains the problem of whether 
the nervous factors can produce these effects. Dr. Crohn 
knows as well as I do that many of the emotional states, - 
instead of producing hypersecretion, produce inhibition of 
gastric secretion. In many emotional states the predomi- 
nant effect is inhibition of gastric motility, as well as of 
secretion. I base this statement not on my knowledge of 
dogs alone. The nervous factors are there. But do they 
produce this lesion by interference with the motility, by 
spasms, or by hypersecretion? 

I was sorry that Dr. Crohn introduced the term “hyper- 
acidity.” I have never found any gastric secretion, in ul- 
cer or otherwise, that was above the maximum of normal 
acidity. Hypersecretion? Yes. Hyperacidity? No. Dr. 
Crohn may have later evidence on that point. 


Dr. Harotp D. Levine, Bristol: I should like to ask 
Dr. Crohn whether he has had any experience with the 
use of lobelin sulfate to control the tobacco habit; also 
whether alkalosis is most prone to occur in association 
with nephritis, and also with cases that have retention and 
vomiting. 


Dr. Frep E. Clow, Wolfeboro: I think I speak for many 
of the men in this State when I say that it is not always 
readily determined whether we are dealing with ulcer, 
chronic appendicitis or gall-bladder disease; judging from 
my own experience, it is easy to confuse these conditions. 
For six years I presumably had duodenal ulcer. It was 
left for a London doctor to discover that I had an ex- 
tremely tender appendix. He prophesied that after its 
removal my symptoms would disappear, and I have had 
no trouble since then. 

There is an apparent difference in the natural history of 
gastric ulcers in smaller communities. The patients with 
whom I come in contact in such localities have recurrences 
at far longer intervals — three and four years—than do 
those in larger centers. A good many in this audience 


know that patients as a rule do not return; they do not 
follow a diet; they do not carry out any plan of treatment 
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much longer than it takes for them to get rid of their 
most troublesome symptoms. 

As to the complications of ulcer, I have for some years 
been connected with a hospital which has had over 10,000 
admissions during this time; there have been 3 perforated, 
gastric ulcers, removed at operation, and 1 gross hemor- 
rhage. 


Dr. Davin W. Parker, Manchester: Dr. Crohn’s sta- 
tistics on massive hemorrhage are very fine. Apropos of 
this, the other day at a meeting in the Massachusetts Gen- 
eral Hospital, Dr. Arthur Allen gave statistics on a series 
of cases over several years there —a substantial number — 
and began by saying that 33 per cent of the cases with 
massive hemorrhage formerly had a fatal termination. 
He added that he had been able to save, by a radical opera- 
tion which he had developed, 11 of 13 subsequent cases. 
These figures are much better than those from New York 
which Dr. Crohn has cited. Nevertheless, most statistics 
on massive hemorrhage are much worse than those he has 
quoted. 

I should like to have Dr. Crohn elucidate his statement 
that trauma will cause duodenal ulcer. That is an ex- 
tremely important point, from the standpoint of compen- 
sation cases. 


- Dr. James W. JaMeson, Concord: One of the important 
points in the treatment of massive hemorrhage is to see 
that the patient has medical treatment, and medical 
treatment alone; for the results of surgery are certainly not 
very satisfactory. As to the type of operation for recurring 
ulcers, gastric resection is unquestionably the best if it can 
be done satisfactorily, but for most surgeons, unless they 
-have done a number of these operations, the operative mor- 
tality is prohibitive. The results from gastroenterostomy 
in cases of obstruction, however, seem to give very satis- 
factory results in a large number of cases. Often the poor 
results in secondary ulcers — gastrojejunal ulcers — are 
due to an improper operation. Not infrequently the open- 
ing into the stomach has been carried too far and too 
close; the technic of operation in such cases has much to 
do with the outcome. 


The treatment of ulcer is a serious problem, and no 
matter what type of treatment is given there are a cer- 
tain number of recurrences. As Dr. Clow has said, the 
patients in New Hampshire are rather difficult to treat, 
even after operation. It is impossible to depend on them; 
yet operation will be of no benefit unless the prescribed 
regime is followed. 


Dr. Cronn: Hemorrhage can take place from condi- 
tions other than ulcer. The only physical examination I 
care to make in the case of bleeding ulcer is not concerned 
with the ulcer itself, because nothing is to be gained from 
that. There are several things that I want to know about 
a patient who is vomiting blood or passing blood in the 
stools. Has he an enlarged spleen? Such a spleen can 
easily produce symptoms similar to those of a bleeding 
gastric ulcer. One must be careful to avoid this pitfall.* 

One day the Pediatrics Service posted a notice for me to 
go to see a baby, probably with ulcer, vomiting blood. 
Fortunately I did not see the notice until the next day. By 
that time there was a purpuric rash all over the abdomen, 
and it was not difficult to make the diagnosis. In older 
people, cirrhosis of the liver will often trip one up. I saw 
a case in which a gastroenterostomy was performed for 
duodenal ulcer. Bleeding recurred, and I thought of the 
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spleen. This patient did not have an enlarged spleen; 
the blood count was normal. He was operated upon 
the next day; there was no jejunal ulcer, but the case later 
turned out to be one of cirrhosis of the liver. 

Instead of soluble alkalies we often use the basic phos- 
phates. I did not mention triple phosphates; they furnish 
an excellent means of treatment. For a patient suspected 
of alkalosis I should certainly turn either to the triple 
phosphates, the colloidal aluminum compounds, or some 
other preparation of that type. 

As regards surgery for peptic-ulcer cases, I imagine that, 
while not disputing my position, you all believe that par- 
tial resection is the proper surgical treatment. With 
reference to gastroenterostomy, whether the incidence of 
subsequent gastrojejunal ulcer is 13 per cent or 33 per cent, 
the operation is so unsatisfactory that its use should not 
be continued. 

In reply to Dr. Carlson, I am convinced that anacidity 
precludes ulcer. I am assuming that it is a true anacidity. 
In that case I do not think there is the remotest possibility 
of ulcer, 

As to pseudo-ulcers, there are a great.many of them. 
The nicotine complex that resembles a pseudo-ulcer is the . 
nearest thing to a true ulcer that I know of. But the 
symptoms will disappear immediately upon the cessation 
of cigarette smoking. 

Of course, when I say that the diagnosis of ulcer is very 
important, I mean to imply that it must be scientifically 
exact. It is impossible to make a successful diagnosis on 
the basis of clinical symptoms alone. 

So far as concerns the relation of nervous factors and 
the autonomic nervous system to the production of ulcer, 
I realize that this theory is open to attack. For every ulcer 
case with nervousness, hypersecretion, pain and distress, 
I see many functional cases without ulcer. That involves 
a constitutional factor which we cannot reduce to scien- 
tific terms. There are a great many persons who have 
heart burn — high-strung individuals who go through life 
taking bicarbonate of soda and never develop an ulcer. 

I know nothing about the use of lobelin sulfate for the 
control of the tobacco habit, nor do I know the relation 
of the development of alkalosis to an existing nephritis. 1 
do know that nephritis has been closely associated with 
pyloric stenosis. It has been shown that there are definite 
changes that take place in the kidney, characterized by 
calcification; this work was done by the Mayo Clinic. 

As to the incidence of hemorrhage and the mortality 
from it in ulcer cases, the statistics given here and abroad 
vary widely, running anywhere from 2 to 33 per cent. | 
can only tell you my own experience. The high figures 
given as to fatalities from gross hemorrhage of the stomach 
are exaggerations, and are based largely on cases not scien- 
tifically analyzed, or poorly treated in earlier years. In 
better groups, the mortality should not be greater than 
from 2 to 5 per cent. 

My statement about trauma is, I realize, a controversial 
one; but there are some well-authenticated cases, particu- 
larly in French books and periodicals, of people falling from 
great heights, striking on the buttocks, the back or the 
head, the trauma being immediately followed by symp- 
toms of ulcer. I feel, as you do, that I would hate to go 
to court and testify, and try to hold my ground against a 
sharp cross-examining attorney. Yet, I believe that trauma 
can be a factor. 

As to the gastroenterostomy for obstruction, I think that 
is the most extensive operation that should ever be done. 


a 
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arteriosclerosis generally accom- 
panies old age, but senility is not necessarily 
a factor. Not infrequently the vessels of the brain 
show typical pathologic changes in the fifth decade, 
and rarely in the fourth. Generally all the ves- 
sels undergo these changes, but occasionally only 
part of them are affected, and in some cases 
pipestem arteries are found at autopsy where no 
neurologic or mental symptoms had been found 
during life. 

For purposes of discussion, in order to emphasize 
the various types of disease, we must consider 
atheromatous changes in the vessels with or with- 
out calcification, and the hyperplasia of the arteri- 
olar walls found in essential hypertension. No at- 
tempt is made to show that there are different 
diseases, but from the psychiatric standpoint the 
symptoms and clinical picture vary somewhat. 

In both types symptoms are generally mani- 
fested over a long period, insidious and hardly 
noted until the condition is far advanced. These 
include restlessness, both physical and mental; 
headaches; irritability in varying degrees of inten- 
sity; noises in the ears, described as ringing or 
roaring; insomnia, usually manifested by broken 
sleep after a short period of rest; inability to con- 
centrate, often attributed by the patient to poor 
memory; definitely poor memory, more particu- 
larly for recent events but also to some extent for 
remote ones; and various degrees of worry and 
depression. In the early stages a diagnosis of 
psychoneurosis is frequently made; but in a patient 
over forty who has been physically well and has 
previously exhibited no psychoneurotic symptoms, 
arteriosclerosis or some organic disease should be 
suspected. A thorough physical examination, in- 
cluding a spinal puncture when possible, may re- 
veal nothing, but slight hypertension, early scle- 
rotic changes in the retinal vessels or a slight im- 
pairment in kidney function suggest a vascular 
change and frequently reveal the true nature of 
the disease. As the arteriosclerosis progresses more 
definite symptoms develop; they may include fur- 
ther impairment of memory, temporary aphasia, 
more pronounced and more consistent irritability, 
vertigo, mental confusion, tics and convulsions. 
As hypertension becomes more pronounced, throm- 
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bosis and hemorrhage of the cerebral vessels result 
in paralysis or death. Any severe disturbance, shock, 
cerebral concussion or physical injury may pre- 
cipitate any or all these symptoms, and may con- 
vert a slowly developing, possibly unrecognized, 
case into an actively progressive one. As the dis- 
ease becomes more severe, some cases never go 
beyond the mental stage already described, but 
in others the patient shows mental deterioration 
to a marked degree. He becomes disoriented in 
all spheres, or develops delusions, usually of perse- 
cution, believing that he is being poisoned, his 
property is being stolen, his friends are spying 
on him, or his wife is being unfaithful. There 
may be marked sexual excitement, there are hallu- 
cinations, both auditory and visual, to which the 
patient may react violently, bowel and bladder 
control is lost, all the finer sensibilities are blunted 
so that obscenities are common, and the disease 
progresses to a profound dementia in which the 
patient lives in a vegetative state. 


These later stages are very similar to those of 
senile dementia, but the age of onset is generally a 
reliable guide, provided a rational history is avail- 
able. At autopsy arteriosclerotic brains show dis- 
seminated areas of softening, small and large areas 
of hemorrhage, and occasionally, atrophic areas — 
what is described as a worm-eaten appearance. 
In contrast, the brain of the senile dementia pa- 
tient shows a more generalized atrophy, degenera- 
tion of nerve cells and neuroglia, necrosis and fatty 
infiltration, and in the cortex so-called senile 
plaques. 

In our attempt to grasp the symptomatology of 
the disease, a brief review of the anatomy and phys- 
iology will be helpful. Lennox’ has found that 
the gray matter of the brain has a high rate 
of oxygen consumption as compared with mus- 
cle, and that a continuous supply of oxygen is more 
important than a rich supply. Interruption of 
cerebral circulation produces a loss of consciousness 
in from six to eight seconds, and permanent injury 
to brain substance in as many minutes. It might 
be expected that the brain would be rich in capil- 
laries, but Lennox found that their numbers were 
much less than those in muscle; however, blood 
leaving the brain carried much less oxygen than 
that leaving the face, and a little less than that 
leaving the extremities. Another factor to be 
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considered is the result of hypertension on the 
dynamics of the spinal fluid. Fremont-Smith and 
Merritt,” in a study of 1400 cases uncomplicated 
by cerebral tumor, abscess, acute infection, syph- 
ilis, cerebral edema, hemorrhage, heart failure or 
epilepsy, found that the cerebrospinal fluid pres- 
sure was usually within normal limits regardless 
of either the systolic or diastolic blood pressure, 
except in 6 cases which showed a diastolic pressure 
of under 40 mm., and 3 which showed a diastolic 
pressure of over 160. They concluded that there was 
no relation between the spinal fluid pressure and 
the blood pressure, either systolic or diastolic. If 
this is so, we may assume that the neurologic and 
mental symptoms enumerated above are due chief- 
ly, if not entirely, to interference with and limita- 
tion of the blood supply by the sclerosed arteries, 
and that, with fewer capillaries, there would be 
a more marked disturbance than would be the 
case with tissues having a richer blood supply. 


If our premise is true, the problem may be con- 
sidered as that of the proper treatment of the ar- 
teriosclerosis. But by the time the disease has pro- 
gressed sufficiently to permit a diagnosis there 
have developed neurologic and mental symptoms 
which must be treated, and at this stage co-operation 
from the patient is the exception. A thorough 
physical examination is necessary in order to de- 
tect other conditions which can be relieved, and to 
assure the patient that his case is understood and 
that he is free of dreaded diseases such as syphilis, 
cancer, heart-trouble and insanity. Having dealt 
with such cases for forty years, I am convinced that 
they should all be hospitalized, and remain so for 
a long time. The two or three weeks’ period usu- 
ally recommended is seldom, if ever, of any benefit, 
and I have never found that returning the patient 
to his home after a short hospital treatment, with 
instructions to continue treatment there, worked 
satisfactorily. Hospital routine, monotonous as it 
seems to some, is of decided benefit. 


Occupational therapy may help one case and 
not another. The patient who can find interest and 
enjoyment in work is relieved of some of his worry, 
with distinct improvement in his condition pro- 
vided he does not become fatigued. Other pa- 
tients are irritated and bewildered by the simplest 
tasks, and attempts to interest them merely aggra- 
vate their symptoms. In such cases simple games, 
walking, talking and getting outdoors are better 
than weaving, knitting and the like; later on, 
occupational therapy may prove beneficial. 

Static electricity and hydrotherapy give gratify- 
ing results, both physiologic and psychologic. 

Sodium iodide, administered for extended periods 
in small doses, is the most effective and best tol- 
erated of the iodides; despite its failure to cure the 
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organic lesions, it is extremely valuable. It should 
not, however, be used to the exclusion of rest, phys- 
iotherapy and psychotherapy. 


Sedatives are to be avoided, as they are frequently 
cumulative in effect, on account of poor elimina- 
tion, the result being staggering, falling, mental 
confusion and other psychotic symptoms. Hyp- 
notics are generally needed early in the treatment, 
but should be used with discretion. They can in 
most cases be discarded when improvement has 
begun. Frequent change in the kind of hypnotic 
used gives better results than continued use of the 
same drug. 


Under the treatment outlined above non-hyper- 
tensive patients suffering from arteriosclerosis are 
greatly improved, many to a degree that enables 
them to resume their occupation; improvement 
usually is lasting, and many patients treated sev- 
eral years ago are still active. Patients with vas- 
cular changes and moderate hypertension fre- 
quently have a remission and remain comfortable, 
provided they are able to live in a quiet environ- 
ment without undue physical exertion or mental 
irritation. Markedly hypertensive cases do not re- 
spond to treatment, the vascular symptoms are 
usually predominant, and the prognosis is unfavor- 


able. 


The following case reports illustrate three differ- 
ent types encountered in dealing with the disease. 


CASE REPORTS 


Case 1. A 60-year-old, married, white housewife, whose 
past history was irrelevant except for a spinal injury 15 
years previously, to which the patient made a good mental 
adjustment, was admitted to the hospital in September, 
1936, with a history of having become upset while trying 
to make a garden; she became confused and lost interest. 
She then became suspicious over a period of several months, 
refused to see people because they made her nervous, and 
was unable to carry on her usual household activities. She 
was taken to two institutions, but refused to stay in either. 
On entry it was stated that she had refused to eat for the 
past 24 hours, had refused all medication, had been unable 
to sleep, and had refused to speak. Immediately on admis- 


‘sion she drank a glass of milk without protest, and there- 


after ate regularly. She took her medicine at the pre- 
scribed times but was suspicious of it. During the first 2 
weeks in the hospital she seldom spoke and was very ir- 
ritable and often passively resistive, and appeared to react 
to auditory hallucinations, speaking in answer to imaginary 
voices. Later she became restless and excited, often being 
under such tension that she perspired freely. Improvement 
was gradual, and after about 6 weeks the patient lost her 
hallucinations, conversed freely, was less suspicious and 
slept without a hypnotic, although she became nervous after 
visits from her grandchildren and members of her imme- 
diate family. Her blood pressure was 144/88 on admis- 
sion, and varied little under treatment. X-ray examination 
of the aorta and carotids showed calcification, although 
there was no calcification of the radials. 


This case showed no hypertension but definite sclerotic 
changes in the arteries. The patient remained in the hos- 
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pital for 9 months; after her discharge she continued 
to make a satisfactory readjustment at home. Here is an 
excellent example of the results achieved through adequate 
treatment in an institution for an extended period, 6 weeks 
having elapsed before there was definite improvement. 


Case 2. A 61-year-old, well-nourished female had taught 
school for 25 years; she had had meningitis at the age of 21, 
but made a good recovery; for at least a year previous to 
the onset of neurologic symptoms she had had high blood 
pressure. At the onset she complained of headache and 
inability to concentrate. The blood pressure at that time 
was 220/110. The patient was unable to continue teach- 
ing and went to a quiet place in the country, where she 
was treated for hypertension for 3 months. However, her 
symptoms became progressively worse; she became de- 
pressed and thought that she had lost all her savings; she 
had rosacea on the face and nose, and thought this was an 
infection by which she might infect others; she refused to 
eat as she could not pay for her food, and did not use her 
handkerchief as she could not afford to have it washed. 
She was very restless and nervous, and insomnia and con- 
stipation were quite persistent. On admission the blood 
pressure was 206/114; the heart action was regular, without 
murmurs. The radials were sclerosed; an electrocardio- 
gram showed mild deviation of the axis. The tace was 
flushed and there was rosacea over the face and nose. The 
patient’s speech was retarded by inability to concentrate 
quickly and by obscuration. She was very apprehensive, 
persistently asking whether it would be all right to carry 
on her ordinary routine. The vertigo was troublesome, 
and the headaches were very severe, occurring during 
either the day or night. The patient complained of blur- 
ring when she attempted to read. She was depressed, and 
was worried because she could not pay for her care, did 
not eat unless urged, and thought that her presence was 
objectionable to other patients. Her insomnia was aggra- 
vated by her persistently getting out of bed to look for per- 
sons that she thought were about the building, apparently 
reacting to auditory hallucinations (which she did not ad- 
mit). This condition continued for 18 days, when it began 
to improve. The blood pressure had dropped to 180/104. 
The patient slept fairly well without a hypnotic, and was 
not so depressed as previously. From that time on, improve- 
ment was steady and fairly rapid; 6 weeks after admission 
the blood pressure was 170/100, there were no headaches, 
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vertigo or obscuration, and vision had improved. She con- 
versed freely without retardation, and was able to concen- 
trate readily. Restlessness and depression were still present 
in a mild degree, but the patient regained a fair measure 
of confidence. She came from outside the State, and for 
financial reasons was at this time transferred to a public 
institution in her home state, where she is said to be 
making a very satisfactory readjustment. 

The history and symptoms of this case are fairly typical. 
Quite frequently, as here, the disease has become well ad- 
vanced before a physician is consulted. 


Case 3. A 46-year-old railroad engineer was referred for 
treatment for high blood pressure with some meatal dis- 
turbance; he could not be controlled outside an institution. 
His past history was essentially negative. He had been 
without symptoms up until a year before, when he had 
been troubled by headaches, which were traced to hyper- 
tension and responded to treatment. He developed some 
difficulty while at work, could not make out his train re- 
ports or understand his orders, and could not remember 
things from day to day. He then noted vertigo and severe 
headaches, occasional pains in his left chest, nervousness, 
and inability to concentrate, and had to stop work. On ad- 
mission he was gloomy and apprehensive. His memory 
was poor; he complained of insomnia, was irritable and un- 
co-operative, would not stay in bed and was very restless 
and irresponsible. The blood pressure was 195/120, and 
previous to entry had been running persistently over 200 
regardless of treatment. An electrocardiogram showed 
coronary changes consistent with sclerotic changes in the 
coronary arteries. There was a systolic murmur, but no 
enlargement of the heart. The serologic tests were nega- 
tive, as were urine and blood examinations. The patient 
was given hydrotherapy, nitroglycerin, theobromine and 
iodides, but his blood pressure did not go below 195; he 
went home after 2 weeks unimproved, soon developed a 
psychosis, and was committed to the state hospital. 

This case is an excellent example of the more rapid type 
of deterioration which gives a poor prognosis. 


311 North Avenue. 
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CARCINOMA OF THE COLON 
A Study of Seventy Cases 
Donatp S. Apams, M.D.* 


WORCESTER 


G Rime series comprises all cases of cancer of the 
large bowel, but not including the rectum, 
admitted to the Memorial Hospital in Worcester 
from 1923 to 1934, a total of 70. The patients were 
observed and treated by eight surgeons and two 
internists. 

The youngest patient was a female of twenty- 
four, and the oldest a male of eighty-three. There 
were 2 cases in the second decade of life, 6 in the 
third, 10 in the fourth, 12 in the fifth, 30 in the 
sixth (the maximum), and a drop to 6 and 4 cases 
in the seventh and eighth, respectively. Gordon- 
Watson’ in his series of 75 cases found only 2 
patients who were under thirty. Before the sec- 
ond decade the incidence is uncommon, although 
Ewing’ cites cancer of both the cecum and the 
sigmoid at twelve. Even in the newborn and 
in infants it has been recorded. Although the 
disease is commonest in the fifth and sixth decades 
of life, we should not overlook its possible occur- 
rence at any age. 

The matter of sex incidence invokes consider- 
able discussion in the literature. In our own 
series there are 45 females to 25 males, a ratio of 
nearly 2:1. Ewing,’ quoting German. sources, 
finds 40 per cent of a large series to be males. 
‘but Karsner and Clark* report the male more fre- 
quently affected,.and Rankin* notes the opposite 
of our series, or 2 males to 1 female. 

In considering the site of cancer of the colon 
it is interesting to note first the intestinal tract as 
a whole. Ewing,’ quoting Nothnagel’s 344 cases 
coming to autopsy, reports 164 occurring in the 
colon, 162 in the rectum, 7 in the duodenum and 
11 in the ileum. Lubarsch’® in 1608 cases found 
664 in the colon, 846 in the rectum, 69 in the 
duodenum, 22 in the ileum and 7 in the appendix. 
It is generally considered that 15 per cent of all 
cancers in human beings affect the large bowel and 
that these are equally divided between the colon 
and rectum. 

The areas affected in the colon in order of their 
frequency, as reported by Karsner and Clark,’ are 
first the sigmoid, next the transverse colon, and 
last the splenic flexure. In our series the sigmoid 
came first with 38 per cent, the cecum next with 
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17 per cent, then the hepatic flexure with 13 
per cent and the remainder were almost equally 
divided, in the other areas of the colon, the ascend- 
ing portion of the colon being least affected, num- 
bering 6 per cent. The lesion was in the right 
half of the colon in 36 per cent, in the trans- 
verse portion in 9 per cent and in the left half in 
55 per cent. 

In comparing our figures with those from two 
other groups, as listed in Table 1, three points in 
common arise. They all agree, first, on the pre- 
ponderance of sigmoid cases; secondly, on the al- 
most identical figures in terms of percentage as 
regards the sigmoid; and thirdly, on the greater 
proportion of left-sided involvement. 


Table 1. Site of Colon Cancer. 

KAUFFMANN® KARSNER AND MEMORIAL 

CLARK® HOSPITAL 
Ascending colon........ 7.5 17.3 6 
Hepatic flexure......... 75 5.8 13 
Transverse colon....... 11.6 17.3 9 
Splenic flexure......... 10.3 7.7 9 
Descending colon....... 5.3 _ S 
Right half of colon..... 34.1 36.5 36 
Transverse colon....... 11.6 17.3 9 
Left half of colon...... 54.1 46.2 55 


It is generally conceded that the etiology of this 
disease is unknown, and our cases bear out this 
conclusion. Yet the literature advances numerous 
possible factors, such as chronic irritation arising 
from hard feces, or from colitis and amebic dysen- 
tery. Mention is also made of certain vitamin de- 
ficiencies, and heredity. We know that polyps in 
the large bowel may have a tendency to malignant 
change. Karsner and Clark*® estimated that 40 
per cent of all cancers in this region arise from 
polyps. Nystrom, quoted by Dixon,’ goes farther, 
and considers that 63 per cent of cancer in this 
region arises from polyps. 

Steindl® notes that 22 per cent of a series of 
bowel cancers were inoperable, probably because 
of diagnostic errors which resulted in delayed 
treatment. In our group the outstanding mistake 
before hospital admission was treatment for what 
was thought to be constipation and hemorrhoids. 
After the cases had reached our hands, cancer 
of the right half of the colon was confused with 
both gall-bladder disease and appendicitis; also,. 
operations were performed for supposed disease of 
the pelvic adnexa, which proved to be left-sided 
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large-bowel cancer. With a more careful study of 
the history and a barium enema, the preoperative 
diagnoses in these cases would probably have 
been changed. It should, however, be borne in 
mind that occasional cases of cancer cannot be 
diagnosed with certainty. It is in this type of 
case that exploratory incision is indicated. 

Dixon’ and his colleagues note that the greatest 
number of errors in diagnosis of cancer on the 
right side occur in patients with unexplained sec- 
ondary anemia, pernicious anemia, peptic ulcer, 
gall-bladder disease or appendicitis with abscess; 
on the left side, appendicitis, colitis, spastic colon 
and disease of the pelvic adnexa cause errors in di- 
agnosis. He quotes Rosser, who observed a simi- 
larity between cancer of the cecum and the ascend- 
ing colon and appendicitis, but points out that pa- 
tients with new growth show weakness and anemia 
but no temperature. Bloodgood® warns that trans- 
verse-colon cancer in particular may simulate gas- 
tric disease, even to the point of loss of hydro- 
chloric acid. 

In our cases the following complaints were list- 
ed: complete inability to move the bowels, a change 
in bowel habits to the point of unusual constipation, 
pain, gas, with and without unusual distention, 
nausea, vomiting, bleeding from the bowel, weak- 
ness, diarrhea, a persistent tender localized area in 
the abdomen and indigestion. In addition, patients 
stated that they could feel a mass within the ab- 
domen, which was verified in each instance. In 
36 per cent only a single complaint was made, 
whereas in 64 per cent there were two or more 
from the list just given. 

The outstanding symptom was pain. In only 2 
instances in this series was it absent, both cases be- 
ing partially obstructed by growths in the left lower 
colon. This pain varied from a dull, gnawing sen- 
sation, usually near the region affected, to the 
generalized paroxysmal type caused by obstruction. 
The former, associated with edema and inflamma- 
tory changes about the lesion, caused its local effect 
by direct pressure on surrounding parts. The right 
half of the colon is more subject to these changes 
than is the left, where partial or complete occlu- 
sion of the bowel lumen by the new growth is the 
direct cause of the pain. , 

Changes in bowel habits were next to pain in fre- 
quency. Eighty-five per cent of the patients in 
this series showed constipation in some form; 27 


per cent noting it as an outstanding symptom, 


which came on gradually, the bowels having been 
regular. There was a small group who had no 
constipation, and in whom there was no apparent 
need for enemas or cathartics. Of this group, 4 
were left-sided cases with annular growths. Ap- 
parently the patients were operated on when the 
bowel lumens were still sufficiently patent. 
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It is of interest to note the duration of these 
symptoms before hospitalization. Our series showed 
an average of eighteen months as compared with 
one year reported by Rankin,‘ and eight months 
reported by White.’° The cases where the left side 
of the colon was involved showed longer preop- 
erative periods than did the right-sided cases. Our 
average is influenced by the inclusion of the case 
of an elderly man with an annular growth in the 
splenic flexure, who voluntarily stated that his first 
symptom of discomfort and a feeling of something 
wrong under the left costal margin antedated oper- 
ation by fourteen years. 


Sixty of our 70 cases, or 86 per cent, received 
some form of operative treatment. Of the 10 un- 
operated patients 2 left the hospital for treatment 
elsewhere; the other 8 were either in such poor 
condition that operation was not attempted, or 
died before anything could be done. The diagnoses 
were established by clinical means, by postmortem 
examination or by operative findings at hospitals 
to which the patients were transferred. 

The 60 cases operated upon were handled in 
five different ways. Fifteen were treated by sim- 
ple colostomy. This procedure was used either 
as a palliative measure to relieve obstruction in 
feeble patients and in those obviously suffering 
from metastases, or as a method of bowel decom- 
pression prior to a proposed resection. The opera- 
tion has its place, and it was surprising to find that 
a number of these patients obtained relief and lived 
for some time. 

Eight patients received some form of sidetrack- 
ing around the growth. This is a cleaner proce- 
dure than simple colostomy, and was chosen be- 
cause of extension of the new growth and a desire 
to overcome the obstruction without an external 
colostomy. 

Nine patients were explored without an attempt 
to treat the growth. These operations were done 
when perforation of the lesion had taken place, or 
where the cancer was too far advanced for either 
colostomy or sidetracking. Nothing was accom- 
plished in any of this group. 7 

One patient had a simple excision of an early 
growth of the cecum. Here a subtotal hysterectomy 
was followed by a routine appendectomy. The 
growth was discovered and removed. 

Twenty-seven patients were treated by resection 
of the affected bowel. Of these, 26 per cent had 
some form of bowel decompression before or dur- 
ing the operation. Resection with ample margins 
is the procedure of choice. The matter of a prelim- 
inary ileocolostomy or cecostomy is open to debate. 
Its use had a bearing on our mortality table, how- 
ever. Being in favor of bowel decompression, I 
was glad to find that Rankin‘ recommends its use 
rather than the one-stage method. He uses a 
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preliminary end-to-side ileocolostomy for right- 
sided growths, and a cecostomy for left-sided ones. 
Rankin also quotes Whipple, whose summary of the 
value of preliminary bowel decompression is most 
excellent: “It allows proper cleansing of colon 
before resection. Puts the anastomosed parts at 
rest until healing is complete. Increases patients’ 
comfort by eliminating ineffectual peristalsis. It 
eliminates the use of enemas and irrigations during 
period of repair. Its value is not only with com- 
plete obstruction but partial as well.” Another well- 
known argument in its favor is the marked reces- 
sion in size of the inflammatory reaction about the 
obstruction, which simplifies the resection. 

The Mikulicz procedure was not employed in 
this series. Although when applicable it offers a 
satisfactory means of removing the new growth 
and re-establishing the continuity of the bowel, it 
is often followed by the surface implantation of 
cancer cells. 

Mortality in our series is considered in two 
groups, the operated and the unoperated cases. The 
operative mortality, as shown in Table 2, was 28 


Table 2. Immediate Mortality in Operated Cases. 


OPERATIVE 


NO. OF CASES OPERATION MORTALITY 


No. Deaths Per Cent 
15 Simple colostomy 5 33 
8 Sidetracking 0 
9 Simple exploration 4 44 
1 Simple excision 0 _ 
27 Bowel resection 8 30 
60 17 28 


per cent. Of the 10 unoperated cases 6 patients 
died in the hospital. These were in a moribund 
state on admission. The 4 who left the hospital 
alive either desired transfer elsewhere for operation 
or went home to die after refusing treatment. 

In this series, adenocarcinoma was reported in all 
cases. Metastases from the original lesion were 
found to extend locally, to regional lymph nodes, 
and to distant parts. No bony involvement was 
noted. The liver was the organ most commonly 
involved. One patient had, in addition, lung and 
brain extension. Clogg"? describes the ovaries as 
occasional points of invasion. In keeping with 
this, 1 patient in our series had a satisfactory re- 
section of the transverse colon but returned in two 
years with an involvement of one ovary. A year 
later the other ovary was affected with a fatal 
termination. 

Of the 23 hospital deaths, 10 came to autopsy; 
the sigmoid was the predominating site in 8, the 
cecum in 1 and the descending colon in 1. Of 
these 10 patients, 3 who had had resections of the 
sigmoid or the descending colon died through 
failure of the sutures to hold, with resultant peri- 
tonitis. The disappointing fact here was that no 
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metastases were found and that the lesions had 
been excised with good margins. Three autopsied 
patients who had colostomies died from heart, 
kidney, or lung complications. At autopsy these 
presented local and general extension. Three 
others were not operated on; of these, 1 died from 
cardiac disease and would otherwise have had a 
good prognosis, as no metastases were found; 1 
had an unrecognized sigmoidal growth with 
perforation and local extension; in the third, the 
cecum, liver, lungs and brain were involved. The 
tenth autopsied patient had an exploratory inci- 
sion with an attempt at peritoneal drainage; the 
findings were perforation of a sigmoidal growth 
with general peritonitis, and localized metastases. 
The striking factor in these postmortem examina- 
tions was the large percentage —70 per cent — 
where metastases either did not exist or were well 
localized. It was also noted that the older the 
patient the more localized was the cancer. 

The end results in the patients who left the 
hospital alive but subsequently died are listed in 
Table 3. 


Table 3. Average Survival of the Cases Which Died after 
Discharge from the Hospital. 


AVERAGE LIFE 
AFTER LEAVING 
HOSPITAL 


NO. OF CASES OPERATION 


4 None 6 mo. 
10 Simple colostomy 10 * 
8 Sidetracking 
5 Simple exploration 4“ 
13 Bowel resection 2 yr. 


Seven patients are alive and well today. Further 
data concerning them are given in Table 4. 


Table 4. Data on Surviving Cases. 


LENGTH OF LIFE 
SINCE LEAVING 
HOSPITAL 


DIAGNOSIS OPERATION 


Cancer of sigmoid (Grade 1) Resection 6 yr. 
(Grade I1) Local excision 10 
ascending 

colon (Grade IV) Resection ee 
‘ ** splenic 

flexure (Grade II) 
‘ “ (Grade 11) 3 


In conclusion it should be emphasized that to 
get the best results in carcinoma of the colon, as 
in other forms of cancer, early diagnosis and treat- 
ment are essential. To this end, not only the surgi- 
cal profession but the public must become, as 
Bloodgood has expressed it, “cancer conscious.” 
This necessitates placing the facts squarely before 
the public. The family physician should be reached 
both by word of mouth and by articles in surgical 
periodicals. The medical student and the house 
officer must be properly instructed in the taking 
of histories and the making of examinations in 
cases where there is a derangement of the intes- 
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tinal tract. Finally, the surgeon must not only 
be able to operate on these cases intelligently, but 
must share in the training of the house officer and 
in the latter’s diagnostic responsibility. With our 
present-day knowledge, few cases of large bowel 
cancer should be overlooked. 


I am indebted to Dr. James P. Beck, pathologist of the 
Memorial Hospital, for the checking of old sections and 
the grading of tumors. 


36 Pleasant Street, Worcester. 
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Lancet 


Discussion 


Dr. Epwarp L. Youna, Jr., Boston: With cancer pro- 
ducing such an enormous mortality every year, Dr. 
Adams’s subject is a highly pertinent one, particularly as 
in cancer of the large bowel, given an early diagnosis and 
competent treatment, there is such a good prognosis. 

Dr. Adams did not mention one thing that I have par- 
ticularly noticed; that is the slight show of blood before 
other symptoms, with or without a change in the normal 
bowel habits. This is often the first symptom to be ob- 
served, and should be followed by immediate and adequate 
study, particularly repeated guaiac tests and barium enemas, 
done by a competent roentgenologist. I would rather 
send a patient to a roentgenologist and have him report 
that there is nothing there than to wait an unnecessarily 
long time. 

When the diagnosis is made, preoperative treatment is 
very important. First, the patient must be prepared men- 
tally, and should spend several days in the hospital before 
operation. He should be told that in all probability there 
will have to be two operations. The preoperative treat- 
ment is the restoration of the chemical and water bal- 
ances, and also the local preparation of the bowel. The 
ability to complete this preparation satisfactorily, and the 
surgeon’s experience and ability, will determine whether 
in a given case he can do a one-stage operation to advan- 
tage. That must be so where obstruction is insufficient to 
prevent adequate bowel preparation; yet in nearly all cases 
we may say that a two-stage operation gives a better prog- 
nosis than a one-stage operation. The cases which Dr. 
Allen has recently reported from the Massachusetts Gen- 
eral Hospital bear this out very well. 

There is also the question of preoperative peritoneal 
stimulation. I still believe that it is worth while as a 
means of decreasing the risk of peritonitis. 

As to the type of operation, in my hands aseptic anas- 
tomosis gives the best results. For two years I have asked 
the pathologist to tell me if my suture material cultured 
at operation should fail to develop bacteria. I have not a 
single report of the kind. I can put catgut around an ap- 
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pendix stump, culture the remnant and have it reported 
“No growth.” I cannot do this in an anastomosis of the 
large bowel. In other words, I doubt whether aseptic 
anastomosis is anything but a relative term; nevertheless, | 
believe this operation in some form gives a better oppor- 
tunity for a clean healing than the other methods. I pre- 
fer clamps to the Kerr basting-thread method, as giving 
better control of the bowel and carrying less danger of an 
obstructing diaphragm forming within the lumen. 

It is essential that all cases successfully operated on shall 
have a regular postoperative check-up. The percentage of 
carcinomas of the large bowel arising from polyps is high 
(some observers have even put it at 100 per cent). Polyps 
of the large bowel are so likely to be multiple that even 
though the roentgenologist before operation says that there 
is only one growth, and the surgeon on examining the 
large bowel at operation can find no others, there may be 
more of them. A secondary growth may start, and the 
patient may have as good a chance of cure on the second 
operation as he had on the first. For these reasons I con- 
sider routine postoperative check-ups essential. 


Dr. L. Larkin, Waterbury, Connecticut: Dr. 
Adams, and Dr. Young have both stressed two require-- 
ments for the proper treatment of carcinoma of the colon. 
The first is that such cases must be seen in an early stage 
if better results are to be obtained than those which now 
prevail. The second is that the surgeon must be skilled in 
this branch of surgery. Neither of these requirements seems 
unreasonable, but I doubt whether the first will ever be 
accomplished; and certainly the second cannot be attained 
in communities of one hundred thousand inhabitants or 
less until the present medical and surgical educational fa- 
cilities are augmented by intensive postgraduate study. 

The only way in which early cancer of the colon will 
ever be discovered lies in compelling every adult above the 
age of thirty-five to submit to a thorough annual physical 
examination by a competent physician, and a routine ex- 
amination of the whole gastrointestinal tract by a com- 
petent radiologist. This is of course impossible. 

In Connecticut the State Tumor Committee tried to en- 
list the physicians of the state in a concerted effort to in- 
fluence their patients to have annual physical examina- 
tions. Every doctor in the state was approached, and it 
was proposed that they should send out to every patient, 
above thirty-five, cards that read something as follows: 


My Dear Mr. [or Mrs.] .....: 

The Connecticut State Medical Society recom- 
mends a yearly complete physical examination by 
a competent physician or surgeon as the best means 
of preserving health. I am in agreement with this 
policy and suggest that you call at my office on 

for a check-up. 

If the above date is not convenient for you, 
please notify my office. 


The committee failed absolutely to obtain the co-operation 
of the doctors. 


This year the committee is trying to educate the public 
as to the cancer menace, and to urge everyone to submit 
to his physician once a year for examination. I do not feel 
confident, however, even if people do so, that our pur- 
pose — that is, the early diagnosis of cancer — will be ac- 
complished. Certainly so far as early cancer of the large 
bowel is concerned we are doomed to failure, because 
there are no recognizable symptoms. When such a cancer 
bleeds it is no longer an early one. When it causes pain it 
is no longer an early one. When it gives symptoms of 
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obstruction or even partial obstruction it is no longer an 
early one. 

Another reason why we are unlikely to discover early 
cancer of the large bowel is that the average physician is 
too busy taking care of minor ailments to have his pa- 
tient strip, to look into every orifice, to examine all the 
excretions, and to do everything necessary in a complete 
physical examination. Such examinations take time, and 
the general practitioner, his office filled with patients each 
representing a small remittance, cannot afford to spend 
an hour on one patient and find that the others have 
walked out of his office. 

In a city the size of Boston it may be easy for a patient 
suffering from cancer of the large bowel to find a surgeon 
skilled in this field, but in the smaller communities he can 
rarely do so. In Boston and New York there has been a 
tendency to segregate these cases in one or two hospitals, 
and some surgeons, such as the late Dr. Jones, have become 
skilled in handling them. These men have taught other 
surgeons and interns in their hospitals the necessary tech- 
nic, so that today the surgeons in such hospitals as the 
Massachusetts General and Pondville are obtaining results 
far superior to those achieved in the smaller hospitals. 
Most of us surgeons in the latter have never received train- 
ing in this special line. I myself was an intern in one of 
the best general surgical hospitals in this country, — 
St. Luke’s in New York, — and I do not remember seeing 
one abdominoperineal resection of a cancer of the rectum 
or sigmoid, Since starting practice in Waterbury, Connec- 
ticut, a city of 100,000 people, I have rarely seen a cancer 
of the colon. 

At the Waterbury Hospital during the last five years 
only 19 cases were seen. This is a hospital of 300 beds, 
and the 19 cases were divided among six surgeons. It can 
be readily seen that no one of us has handled enough cases 
to become skilled in this field, and we never shall be skilled 
unless we are given the opportunity to take a postgraduate 
course at one of the larger cancer clinics. Surgeons who 
are connected with larger cancer hospitals would make an 
outstanding contribution if they were to give such a course 
once a year to young surgeons on the staffs of small hos- 
pitals. It will then be an easy matter to allocate all cancers 
of the colon to these men, and the results obtained at the 
smaller hospitals will then compare more favorably with 
those obtained at the larger institutions. The medical 
schools at Yale and Harvard and elsewhere in New Eng- 
land are failing dismally in their duties when they neglect 
to provide for the proper postgraduate education of prac- 
ticing surgeons in this section. 


Dr. Frank H. Laney, Boston: We have said before, and 
everyone agrees, that we must interest ourselves seriously 
in this problem of carcinoma of the colon and rectum, par- 
ticularly because it is such a favorable lesion for treat- 
ment. We have done 725 operations on patients with 
carcinomas of the colon and rectum, of which 46 per cent 
were in the colon. The end results show that 47 per cent 
of the latter patients are alive and well and without recur- 
rence more than five years after operation, and that 42 
per cent of the patients with carcinoma of the rectum are 
alive and well without recurrence; that is, those patients 
who had the radical operations. Again I call your atten- 
tion to the fact that the treatment of this lesion is very 
favorable; it is one of the most hopeful situations for 
cancer with which we deal, and it is, therefore, worth 
while to interest ourselves seriously in it, and to convince 
our patients that carcinoma in this location is far from 
hopeless. 

We must not let the question of age interfere with 
operability. Last year we sent home a boy of twelve for 
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carcinoma of the rectum, and a man of seventy-four who 
had had abdominosacral removals of a carcinoma of the 
rectum. Neither must we interest ourselves too much in 
mortality figures. This has been stressed again and again. 
We have increased our operability from 54 per cent to 74 
per cent, with a mortality in carcinoma of the colon of 
9.6 per cent. It is very easy to keep the mortality low if 
the hopeless or dangerous cases are rejected, but we be- 
lieve that operation should be performed on patients with 
metastases in their livers, even with quite extensive metas- 
tases in their mesenteries, if the primary lesions can be re- 
moved. This is an infinitely better operative procedure 
than the temporary or so-called palliative colostomy, which 
really does not palliate. 

A word must be said regarding the Mikulicz operation 
—I do not mean this critically of Dr. Adams, but after 
all one must report his experience in order that everyone 
may make his own interpretation. Let us throw out the 
question of wound implantation of cancer in this opera- 
tion. It does not occur, unless the old Mikulicz procedure 
is done and the living carcinoma is implanted in the 
wound. If the modified Mikulicz procedure is performed, 
with the excision of the carcinoma between clamps at the 
time of operation, wound implantation is impossible. We 
must therefore not think of wound implantation as one 
of the dangers of the Mikulicz procedure. 


We have done so many Mikulicz operations and with 
such good results that I should like to show the dangers 
that we have encountered and that may occur to any of 
you. First, in resections of the splenic flexure almost noth- 
ing has ever been said about the danger of injuring the 
root of the mesentery next to the jejunum, which accounts 
for some deaths in operations of any type at this level. If 
the resection is carried down to the root of the mesentery, 
care must be taken to stop it before reaching the point 
where the jeyunum becomes retroperitoneal. At this point 
the mesenteric root is thin and easily torn. It is extremely 
difficult to suture the mesenteric peritoneum at the root 
of the mesentery in the jejunal fossa. We have had an 
avoidable fatality from such sutures’ tearing out, thus 
permitting the herniation of loops of jejunum through 
the resultant hole in the root of the mesentery. We there- 
fore recommend that the resection of the mesenteric root 
here be always short. Where the mesentery surrounds the 
root of the jejunum, a good-sized apron of mesentery 
should be left so that the edges can be readily approxi- 
mated, 

Another point of value in dealing with the Mikulicz 
procedure is that carcinomas of the sigmoid flexure 
are frequently situated so low that when they are re- 
moved not enough rectum and sigmoid are left for the. 
operation to be accomplished. There will, however, not 
infrequently be a short stump of sigmoid and fectum which 
can be brought straight up to the skin. Several times in 
such cases it has been possible for us so to mobilize the 
splenic flexure that the descending colon could be brought 
down, placed parallel with the straight tube of sigmoid 
by bringing it down into the pelvis, then carried back up 
along this straight tube of sigmoid and rectum, to which it 
is attached by tacking stitches, thus forming the straight 
double-barreled loop of the Mikulicz, which points straight 
into the pelvis. The result is an angulation of the upper 
segment of bowel at its lower point where it is kinked 
deeply within the pelvis; should postoperative distention 
occur, as it not infrequently does after this operation, 
traction on the stitches at the angulated point of bowel 
will result, and in our experience has resulted in pulling 
out the stitches, with the production of leakage and of 
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peritonitis. We therefore feel that when this maneuver is 
undertaken, by which fecal streams can be restored even 
in some of the cases in which the lesion is low, a complete 
transverse ileostomy should be done so as completely to 
sidetrack any feces, thus preventing them from passing 
through this angulated point until the spur has been cut 
and firm union between the two loops has taken place. 

Still another point which Dr. Cattell has brought out is 
that in anchoring the colon in the wound in colostomies 
the peritoneum should never be sutured either to the 
mesentery or to the bowel itself. Instead, he has devised 
the scheme of tying into the last stitch a tab of epiploic 
appendage as the peritoneum of the abdominal wall is 
sutured snugly about the bowel. This results in support 
to the opening which prevents it from falling back, and 
carries no danger of penetration of the tube of bowel 
wall, and consequent fecal soiling of the wound. 

Several of our colleagues throughout the country have 
told us that they had trouble in closing the intestinal 
fistulas which follow the cutting of the spur, when pa- 
tients return at the end of two months for closure of the 
colonic stoma in Mikulicz operations. We believe that 
much of this difficulty is due to failure to clean off thor- 
oughly the edematous tabs of epiploic fat and to ligate 
adequately any indurated mesentery that extends above 
the levels of the fascia. When the intestinal tube of a 
secondary Mikulicz closure is to be turned in, it should 
be as free and flexible as normal bowel wall; in this condi- 
tion it can be accurately inverted and closed with mattress 
stitches, so that there will be no danger of leakage. 

Dr. Cattell has likewise demonstrated that it is unneces- 
sary in many of these cases to separate the tube of intes- 
tine from fascia and muscle, but that the closure can be 
satisfactorily made directly beneath fat and skin. 


Dr. ArtHur W. ALLEN, Boston: The question of wheth- 
er we should operate on colon cases in one stage or in two 
warrants a few remarks from me, since I have recently been 
challenged by my good friend Dr. Harvey Stone, of Bal- 
timore, in an editorial in the October issue of Surgery. 
This happened to be published in the same week that my 
article came out in the Journal of the American Medical 
Association, which advocated a two-stage procedure, par- 
ticularly as it applies to the right colon, and tried to prove 
its advantages from statistics. 

Dr. Stone says he does not believe that we should rely 
on statistics but admits that he does not know what his own 
statistics are. It is extremely difficult for any one person 
to gain experience rapidly in this field. It will take any- 
one who operates on these cases quite a while to find out 
what his own mortality is, whether he adopts a one-stage 
or a two-stage procedure. 

Between 1925 and 1936, surgeons at the Massachusetts 
General Hospital were definitely one-stage minded; there 
is no getting around that. In spite of this we did 253 two- 
stage operations along with 400 one-stage ones. Most of 
them were done on the poorest risks — patients who were 
obstructed and elderly patients who arrived in bad con- 
dition. The 400 cases done in one stage represent the 
better risks but the mortality was 19.2 per cent, whereas 
that of the two-stage operations was only 13 per cent. 

I am particularly interested in the more favorable tu- 
mor that occurs in the right bowel, where there is at least 
a 60 per cent chance of a five-year cure, and where the 


operation is so easy. The patients are not obstructed and — 


are often in excellent condition so that it is a temptation to 
operate in one stage. 

All I ask is that you consider very carefully this mor- 
tality table: 20 per cent died in the group of one-stage 
resections of the right colon, while in 28 cases only 2 deaths 
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(7 a cent) occurred when the two-stage procedure was 
used, 

Why should the two-stage procedure be more seriously 
considered? One hears of the double risk of anesthesia, of 
the double risk of infection, of the increased hospital stay 
and of the terrible psychic trauma to the individual who 
has to face two operations instead of one. Well, peritonitis 
is the leading cause of death in this field of surgery, and 
in the one-stage procedure we lost 24 patients. In the 
very unfavorable group of obstructed and old cases done 
in two stages we lost 9. The assertion of a double risk 
does not seem to be borne out by these figures. 

Pulmonary complications rank next as a cause of death. 
Many of these patients die of pneumonia or collapse of the 
lung. In the one-stage cases we had 22 deaths from this 
cause, and in the two-stage group, with the double oppor- 
tunity for a fatal result, there were only 6 deaths. 

I beg you to think seriously about the increased safety in 
two-stage procedures; until you have had sufficient experi- 
ence in this field so that you can decide definitely which 
patients can stand a one-stage procedure, I ask you to be 
routinists and to do a preliminary operation in cases of 
large cancer of the bowel. 


Dr. Cuarces G. Mixter, Boston: I should like to say a 
word about the neglected class of cases—the advanced, 
— lesions, with particular reference to the right 
colon. 

Korte in 1913 analyzed over 200 cases and reported 7 
per cent with perforation. In 1931, Bargen and Cox, re- 
porting on 1500 cases, found 9.4 per cent with perfora- 
tion. Some years ago we analyzed 73 cases at the Beth 
Israel Hospital in an attempt to find the reason for our 
high postoperative mortality. We found that 25 per cent 
of our cases showed perforation with either a large mass, 
abscess or internal fistula. Those cases, of course, represent 
the advanced stage. If you can drain the abscess and di- 
vert the fecal stream, it is sometimes remarkable what re- 
gression in growth takes place. 


The first stage is drainage of the abscess —- at the second 
stage I prefer a lateral ileotransverse colostomy made in the 
antiperistaltic direction and done through an incision on 
the left side of the abdomen. At the third stage, the sec- 
ond procedure will have had two effects: vaccination of 
the abdominal cavity on the right, and the formation of a 
barrier by postoperative adhesions with the root of the 
terminal mesentery, so that this portion of the abdomen 
is well protected. At resection during the third stage, a 
wide excision around the persisting fistula through the 
abdominal wall should be made. Further resections may 
have to be done, such as removal of a portion of the 
duodenal or gastric wall. 


If the anastomosis is done in the antiperistaltic direction, 
there are two methods of procedure: the ends can 
turned in; or if that seems to leave too long a blind loop, 
or if there is danger of opening the left side of the ab- 
dominal cavity, a closed type of Mikulicz can be done and 
the spur cut down, and later on closure of the fistula can 
be done in the wound. The lumen does not have to be 
large, as an adequate anastomosis has already been estab- 
lished by ileotransverse colostomy. 

In the current year we have handled 3 such cases with- 
out mortality. Of our last 6 cases, 5 have survived. The 
one fatality was an ill-advised attempt at one-stage resec- 
tion. 

A case has recently come to my attention, that of a 
woman on whom I operated some years ago. A multi- 
stage resection was done, with removal of part of the 
duodenal wall and the perinephritic capsule. The woman 
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lived an active life for three and a half years or more, and 
died of uremia from recurrence in the right renal region. 
I feel that such a result gives a little encouragement for 
more intensive operative procedures on the late cases. 


Dr. E. Truespate, Fall River: I should like 
to make one point in connection with anastomosis of the 
large intestine. Bearing in mind that the sphincter muscie 
of the anus is a shut-off valve, and that the afferent loop 
of intestine empties on the surface of the abdomen, the 
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contents of the bowel will pass in the direction of least re- 
sistance, which is through the colostomy. This opening 
will not close until the obstruction at the anus is removed. 
If the sphincter is cut or temporarily paralyzed by dilata- 
tion, closure of the colostomy will be greatly facilitated. 
In all anastomotic operations on the large intestine, I think 
it is wise to paralyze the constrictor muscle temporarily 
either by dilatation or by severing the external sphincter 
muscle, just as we do in operating for anal fistula. 
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be 1930 Roberts’ reported an increase in serum 
phosphatase values in obstructive jaundice; sub- 
sequently he? suggested that the phosphatase level 
could be used in the differential diagnosis of jaun- 
dice on the basis of there being a high value in 
the obstructive type and a low value in the hepato- 
cellular type. Numerous studies of phosphatase 
in jaundice have been made during the past few 
years, and the material is well reviewed by Can- 
tarow.® Briefly, the present status of the subject 
is as follows. Numerous workers have confirmed 
the fact that extrahepatic biliary obstruction causes 
a rise in serum phosphatase both in human beings’ 
and in dogs.’ But there is a great difference of 
opinion as to whether hepatocellular jaundice 
yields uniformly low values. Cantarow and Nel- 
son® in 1937 concluded that phosphatase determina- 
tions are of no value in differentiating these two 
types of jaundice, since high values are found in 
cases of hepatocellular jaundice caused by a proved 
toxic etiology. Flood, Gutman and Gutman’ in 
the same year, however, stated that the method is 
useful, inasmuch as a low phosphatase value defi- 
nitely rules out obstruction of the extrahepatic bil- 
iary tree. 


No logical explanation of the high phosphatase 
values in obstructive jaundice has yet been offered. 
Cantarow and Nelson® write: “It seems futile 
in the present state of knowledge to theorize re- 
garding the possible mechanism of production of 
the increase in serum phosphatase in jaundice of 
obstructive and hepatocellular origin.” 

The purpose of this paper is to attempt an ex- 
planation of the mechanism involved, and to sum- 
marize for the clinician the essential facts of a 
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series of rather complicated experiments which 
have recently been reported in extenso else- 
where.® 1% 14 12 


EXPERI MENTS 


The Activation of Serum Phosphatase with 
Ascorbic Acid. Commencing with the fact that 
ascorbic acid was known to act as an activator or 
catalyst in proteolytic enzymatic reactions,’*** a 
series of test-tube experiments was performed to 


Serun Affer Activalion 


Serum Before Activation 


10 20 


Operalion 


Figure 1. Serum phosphatase values, after common-bile- 
duct ligation, before and after activation. 


determine whether this effect might also be opera- 
tive on the enzyme of serum phosphatase. It was 
found that ascorbic acid was an intense activator 
of serum phosphatase. After a large number of 
tests had been done, the optimal conditions were 
found to consist in a proportion of 5 mg. of ascor- 
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bic acid to 0.1 cc. of blood serum, using B-glycero- 
phosphate at a pH of 8.9 as a substrate. The ac- 
tivation was immediate, and showed no increase 
after the first hour. Accordingly, all readings were 
made after one-hour incubation at 37°C. and all 
subsequent tests were made under the optimal con- 
ditions defined above. Numerous tests showed that 
normal human, dog or cat serum on activation 
contained from one hundred to two hundred times 
as much phosphatase as had ever before been sus- 
pected. The phenomenon of activation by ascorbic 
acid was then used to study pathologic human 
serums and those of animals under various con- 
trolled experimental conditions. 


Experimental Biliary Obstruction. Beginning 
with the simplest experimental situation, the com- 
mon bile duct was ligated in 11 dogs, and blood 
samples were studied at frequent intervals. In 
each instance the serum phosphatase level rose 
steadily, and in from ten to fourteen days reached a 
maximum of 80 to 100 units,* as previously de- 
scribed by Bodansky and Jaffe. When the serum 
from these dogs was activated with ascorbic acid, 
instead of the two-hundred-fold increase in ac- 
tivity noted in normal samples the values rose only 
to the general level procured by activation of the 
preoperative sample. A typical experiment is 
shown in Figure 1. The serum before common 
bile duct ligation showed 1.25 units, which on ac- 
tivation with ascorbic acid rose to 205 units. On 
the seventh postoperative day the dog’s serum con- 
tained 80 units by the ordinary test, and on activa- 
tion with ascorbic acid the value rose to 197 units. 
This indicated that the rise in phosphatase noted 
after biliary obstruction was due to an increased 
activation of the serum phosphatase, and not to an 
actual increase in the amount of circulating phos- 
phatase, as had always previously been supposed. 
If there had been an actual increase in amount 
of phosphatase the value on activation should have 
increased from 80 to 1600 units. It was thus evi- 
dent that retention of bile caused the increased 
activation, but the identity of the activator was un- 
known. 


Effect of Parathyroidectomy on Blood Phospha- 
tase in Biliary Obstruction. In order to determine 
the possible influence of parathormone, so evident 
in osteitis fibrosa cystica, on the activation of serum 
phosphatase, an experiment was performed in 
which ligation of the common bile duct of a dog 
was combined with complete thyroparathyroidec- 
tomy. This animal showed the typical syndrome 
of parathyroid deprivation. Tetany was prevented 


*In order to avoid repetition, the term ‘‘unit’’ throughout this paper 
is used to designate the Bodansky unit. The latter is that amount of 
phosphatase contained in 100 cc. of serum which will hydrolyze 1.0 mg. 
of phosphorus from the substrate B-glycerophosphate at a pH of 8.9 at 37°C. 
in one hour. 


by the intravenous administration of calcium glu- 
conate. The rises in serum phosphatase were in 
the same order of magnitude as those noted in bile 
duct obstruction alone. Activation of the serum 
with ascorbic acid showed a response which was 
also identical. It seemed justifiable to conclude 
from this experiment that the parathyroid glands 
are not necessarily involved in the production of 
high phosphatase value, and do not enter in any 
obvious manner into the equation in biliary ob- 
struction (Fig. 2). 


Experimental Complete Biliary Fistula. So as to 
study the behavior of serum phosphatase under 
conditions just the reverse of biliary obstruction, a 
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Figure 2. Serum phosphatase values, after common-bile- 
duct ligation and thyroparathyroidectomy, before and after 
activation. 


series of 12 dogs with a biliary fistula was prepared. 
In these animals the common bile duct was ligated 
and a mushroom catheter was inserted into the 
fundus of the gall bladder. The end of the cathe- 
ter was brought out through a stab wound in the 
abdominal wall and connected to a sterile balloon. 
It was thus possible to collect all the bile excreted 
each day, and to study its phosphatase content, as 
well as that of the blood serum. 

The serums of these animals gave the surprising 
result of an increase in phosphatase to from 
twenty to thirty times the normal preoperative 
level within two or three days after operation. On 
activation of the serum with ascorbic acid the same 
phenomenon noted with obstructed dogs occurred; 
that is, the increase in activity was limited to the 
level found before operation. ‘This indicated that 
the increase in serum phosphatase after biliary fis- 
tula was also due to an activation of the enzyme, 
and not to an increase in the total amount of 


phosphatase (Fig. 3). 
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The Phosphatase Content of Bile. Bile taken 
from the gall bladders of normal dogs was found 
to contain from 25 to 55 units of phosphatase per 
100 cubic centimeters. Daily determinations of 
bile from the dogs with a biliary fistula showed no 
significant variations from the normal amount, 
nor did the general condition of any dog vary 
greatly during the course of the experiment. When 
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Figure 3. Serum and bile phosphatase values, in cases 
with complete biliary fistulas, before and after activation. 


ascorbic acid was added to these bile samples, very 
little increase (about 20 per cent) in phosphatase 
activity was found, indicating an almost complete 
activation of gall-bladder bile at all times. It thus 
seemed that the bile contained the activating sub- 
stance. 


The Effect of Ascorbic Acid on the Activation 
of Human Serums with High Phosphatase Ac- 
tivity. With the purpose of studying the degree 
of activation of the serum phosphatase in human 
beings, ascorbic acid was added to the serums of 
normal individuals and to those of patients with 
high phosphatase values. It was found that nor- 
mal serums responded with an increase in activity 
up to from 100 to 135 units. The serums with 
high initial values failed to show such striking 
rises. For example, in 1 case of Paget’s disease the 
initial value was 48 units, and on activation with 
ascorbic acid rose only to 105 units. These results 
indicated that in diseases showing high serum 
phosphatase values the situation is the same as in 
the experimental animals, that is, one of increased 
activation of phosphatase, and not an actual in- 
crease in the total amount of the enzyme present 
in the serum. 


The Effect of Bile Acids on Serum Phosphatase 
Activity. In an effort to determine the role played 
by the bile acids in the rise of serum phosphatase 
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in biliary obstruction, a series of experiments was 
performed in vitro. It was found that the addi- 
tion of sodium desoxycholic acid produced a 
marked inactivating effect on serums with high 
phosphatase values. This inactivating property of 
bile acids on phosphatase had previously been noted 
by Takata.® It had also been known since 1933 
that other substances containing the sulphydryl 
(SH) radicle had a similarly depressing effect on 
phosphatase activity."° Experiments in vitro with 
glutathione and cystein showed that these sub- 
stances had an inactivating effect on phosphatase 
which was much greater quantitatively than the 
effect of ascorbic acid as an activator. Experiments 
in vivo with dogs and patients suffering from 
Paget’s disease showed that the intravenous injec- 
tion of cystein brought about a temporary drop 
in the serum phosphatase. It was not possible to 
bring about changes of the magnitude observed 
in the test-tube experiments, but a definite tem- 
porary decrease in phosphatase values was noted. 


The important feature of these experiments was 
the demonstration that the effect of retained bile 
acids was a lowering of the phosphatase activity, 
while dogs and human beings with complete 
biliary retention showed an increase in phosphatase 
activity in the blood. This finding pointed to the 
existence of some other substance in the body which 
activates the phosphatase in the serum, and which 
must be present in sufficient amounts to overcome 
easily the effect of bile acids. This assumption of 
the existence of an activating substance also recon- 
ciled the seemingly paradoxical increase in phos- 
phatase in dogs with a complete biliary fistula. In 
these experiments the draining off of bile acids 
resulted in a predominance of the activating factor. 


The Nature of the Activating Substance. The 
nature of the activating substance may be assumed 
to be analogous to the coenzyme systems already 
described by Warburg,*? von Euler,** Kuhn,’® Mey- 
erhof,”° and others. These investigators have dem- 
onstrated the existence of a cozymase which enters 
into the reaction in the carbohydrate metabolism 
of muscles. 

According to Warburg’’ and von Euler,’® the 
cozymase in this system is a definite crystalline 
chemical compound consisting of a combined phos- 
phoric ester of the amide of nicotinic acid, a pentose 
and phosphoric acid. 

The exact nature of the cofactor or coenzyme in 
the serum phosphatase reaction has not as yet 
been determined. Certain additional facts about 
it, however, are known. In recent experiments” 
it has been demonstrated that the addition of 0.1 
cc. of serum from dogs with biliary obstruction 
or from patients with Paget’s disease to 0.5 cc. 
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of normal serum will cause an increase in the 
splitting of phosphates of from 200 to 400 per cent. 
In other words, the pathologic serums contain a 
substance which has the same activating power as 
ascorbic acid, but differs inasmuch as its maximal 
effect is not reached until after twenty-four hours 
of incubation. Ascorbic acid reaches its maximum 
in one hour. The activating substance or cofactor 
can be demonstrated in dialysates of the serum 
from dogs with biliary obstruction. 


DISCUSSION 


The most significant conclusion of clinical im- 
port that can be drawn from all these experiments 
is that what has always been regarded as an in- 
crease in amount of serum phosphatase in disease 
is not an actual increase in enzyme, but merely 
an activation of pre-existing enzyme normally pres- 
ent at all times and in all the animals studied. 
This necessitates an alteration in our fundamental 
concept of phosphatase in both normal and patho- 
logic states. The relation of serum phosphatase 
and bone phosphatase to the growth and repair 
of bone may well be involved. 


It is doubtful whether the discovery of sub- 
stances such as cystein or glutathione which de- 
press phosphatase activity will be of any practical 
use in the treatment of Paget’s disease, and of other 
conditions known to have high phosphatase values 
in the serum. Careful studies on a patient with 
osteitis fibrosa cystica from whom parathyroid ade- 
nomas had been removed surgically were made by 
Bauer.*? By following the serum calcium-phospho- 
rus ratio and the phosphatase after operation, to- 
gether with biopsies of the bone, Bauer found that 
the serum phosphatase remained elevated postopera- 
tively until all evidence of osteoblastic activity had 
ceased. He concluded that the high phosphatase 
was an index of osteoblastic activity, and as such 
was a normal physiologic concomitant of bone- 
building. If this theory is correct it would be 
unwise to attempt to lower the phosphatase arti- 
ficially in Paget’s disease, since it might interfere 
with reparative processes. But this raises the 
fundamental question of which is primary and 
which secondary. 


The mechanism of increased serum phosphatase 
in jaundice seems to be understandable in the light 
of the results given here. Any obstruction to the 
excretion of bile results in the damming up of both 
depressing (bile acids) and activating (cofactor) 
substances. Since the cofactor is more powerful 
as an activating agent than bile acids are as de- 
pressors, the net result is an increase in activity of 


serum phosphatase. The difficulty of attempting 
to use phosphatase determinations in the differen- 
tial diagnosis of liver disease is thus apparent. 

It has been shown in these experiments that 
phosphatase activity must represent the outcome 
of reactions in a complex system consisting of en- 
zyme, cofactor, oxidation-reduction potential and 
substrate. Thus the phenomenon is analogous to 
the cozymase system described by Warburg and 
von Euler. Our experiments demonstrate that 
human disease may originate from disturbances in 
enzymatic activity either from a deficiency or from 
an excess of any of the factors in the system. 


CONCLUSIONS 


Elevation in serum phosphatase as seen in clini- 
cal and experimental pathologic conditions is due 
to an increased activation, and not to an actual in- 
crease in the amount of this enzyme present in the 
circulating blood. This increased activation results 
from the presence of a coenzyme, the exact nature 
of which has not as yet been determined. 
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BOSTON 


R the past four years at the Faulkner Hos- 
pital, pontocaine and novocain have been com- 
bined for spinal anesthesia in 1500 cases to the 
exclusion of all other agents. This practice fol- 
lowed the experiences of Lundy and Essex, of 
Tovell and of McCuskey, who advocated this com- 
bination for anesthesia below the level of the um- 
bilicus. This method has apparent advantages of 
safety and efficiency which our use of spinocain, 
novocain and pontocaine separately had not given 
since the return of spinal anesthesia in surgery in 
1928. In our hands pontocaine-novocain anesthesia 
has been highly satisfactory, and thus far no fatali- 
ties have been directly attributable to it. 

Spinocain was discarded in 1929, after a year’s 
trial, as too depressing to the circulatory and res- 
piratory systems, and also as unreliable in the 
development of anesthesia. Novocain crystals dis- 
solved in spinal fluid were used in doses of from 50 
to 300 mg. until 1933. It was difficult to obtain 
anesthesia lasting from one to two hours’ with 
novocain alone, however, and the incidence of 
nausea and vomiting was considerable, with an ini- 
tial drop in blood pressure in the large majority of 
cases. In 1932 pontocaine alone was tried. While 
the anesthesia thus gained was satisfactory in depth 
and duration, with minimal disturbance of the 
clinical course, there were definite drawbacks: anes- 
thesia did not invariably follow its injection; the 
level of anesthesia not infrequently fell short of 
one’s expectation; the onset of anesthesia was often 
delayed from five to twenty-five minutes; and com- 
plete sensory anesthesia was not obtained in all 
cases. In a few cases sudden respiratory failure 
developed. 

The specific gravity of the combination of ponto- 
caine and novocain with the spinal fluid is definite- 
ly greater than the specific gravity of the fluid itself, 
as is shown clinically by the fact that anesthesia 
develops in the dependent side of the patient as 
he lies on the table after the injection. 

In terms of the anesthetic effect, 1 mg. of ponto- 
caine used alone is said to be the equivalent of 10 
‘ mg. of novocain. But when pontocaine and novo- 
cain are used in combination the anesthetic ef- 
fect is actually different. For example, 200 mg. 
of novocain will give sufficient anesthesia for a 
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gall-bladder operation lasting up to one hour, but 
10 mg. of pontocaine mixed with 100 mg. of novo- 
cain (which according to the above equivalents 
should equal 200 mg. of novocain) will give skin 
anesthesia only to about the level of the lower ribs, 
which is sufficient for a hysterectomy or appen- 
dectomy. Twenty mg. of pontocaine alone (the- 
oretically equal to 200 mg. of novocain) will give 
anesthesia to the level of the clavicle, which per- 
mits operations in the upper abdomen lasting one 
and a half or two hours. Anesthesia of the same 
level and duration is, however, produced by 14 or 
18 mg. of pontocaine in combination with 100 
mg. of novocain (see Table 1), and with fewer 
toxic symptoms than would be produced by the 
200 mg. of novocain which we have used as a 
standard of comparison. These facts indicate that 
the combination of the two agents in spinal fluid, 
through some synergistic effect not as yet clearly 
understood, reduces their toxicity, and produces 
a slighter fall in blood pressure than does either 
agent alone, less nausea and vomiting than does 
novocain alone, and less interference with respira- 
tion than does pontocaine alone. The combina- 
tion, then, enhances the desirable effects of each 
drug, and avoids the major disadvantages of either 
used singly. 

The onset of anesthesia with the pontocaine- 
novocain mixture is approximately as rapid as that 
with novocain alone, varying from one and a half 
to five minutes. The desired level of anesthesia 
governed by the dose and technic of administration 
is gained within this period, and sensory loss is 
complete. The duration of the anesthesia is approx- 
imately the same as that gained with pontocaine 
alone, or twice that gained with a comparable 
dose of novocain alone. 


CONTRAINDICATIONS 


This method of spinal anesthesia has been em- 
ployed in all types of operations below the dia- 
phragm, in well-selected cases. The chief contra- 
indications to its use are the same as are recog- 
nized in general for spinal ,anesthesia, namely 
markedly debilitated states caused by acute or 
chronic disease, shock, hemorrhage and sepsis; hy- 
potension of pathologic origin; hypertension with 
cardiac or renal disease (contraindicates high spinal 
anesthesia only); severe cardiac conditions (contra- 
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indicates high spinal anesthesia only); vertebral 
disease (prevents lumbar puncture); and _ local 
sepsis at the site of the lumbar puncture. There are 
no general contraindications to this method of 
spinal anesthesia for operations requiring only 
50 mg. of novocain and 5 mg. of pontocaine, or 
less. 


PREPARATION OF THE PATIENT 


The night before operation the patient should 
receive some form of hypnotic to produce a good 
night’s sleep, such as 3 gr. pentobarbital-sodium, 
with a glass of orange juice at 8 o'clock. Two 
hours before operation this dose of pentobarbital- 
sodium is repeated. One-sixth grain morphine 
sulfate and 1/200 gr. scopolamine are given one 
hour before operation to the average patient. These 
dosages must be varied according to the age, sex, 
weight, and psychic and physical condition of the 
patient. The patient should arrive at the operating 
room in a very drowsy, amnesic state. 


TECHNIC OF ADMINISTRATION* 


For the administration of anesthesia with ponto- 
caine and novocain, the variable factors to be con- 
sidered are the site of injection, the dilution of the 
agents in the spinal fluid, the dosage to be employed, 
the rate of injection, the position of the patient and 
the supplementary anesthetic measures. 


Site of Injection. The second to third lumbar 
interspace is used almost routinely for injection. In 
lower-extremity operations or operations below 
the umbilicus in poor-risk patients, the third to 
fourth lumbar interspace is chosen. If the patient 
is in good physical condition and there is difficulty 
of puncture at the second to third lumbar inter- 
space, the first to second interspace may be used. 


Dilution of Agents. The concentration of the 
pontocaine and novocain in solution with the spi- 
nal fluid is of great importance in lessening the 
toxic effects. The greatest danger in spinal an- 
esthesia is the use of highly concentrated solutions 
of the agents. The dosage of the agents should be 
kept at a minimum considering the individual’s 
physical condition and the type of operation. The 
dilution of the mixture with spinal fluid is based 
on an allowance of 1 cc. of spinal fluid for each 50 
mg. of novocain. 


Dosage to be imployed. ‘To simplify the esti- 
mation of dosages, 50 mg. of novocain is now used, 
with varying dosages of pontocaine to obtain height 
and duration of anesthesia, for operations below the 
level of the umbilicus, and 100 mg. of novocain, 

*The present technic of administration and the dosage chart differ some- 


what from those given by the author in Chapter VI of Mason's Preoperative 
and Postoperative Treatment (Philadelphia: W. B. Saunders Company, 
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with varying dosages of pontocaine, to obtain anes- 
thesia above the umbilicus (Table 1). The age, 
size and physical condition of the patient, as well 
as the type and approximate duration of the oper- 
ation, are considered, and postoperative pain is 
also allowed for. If the calculation of the dosage 
of pontocaine and novocain is based on the average- 
sized adult, 10 mg. of pontocaine with 100 mg. of 
novocain gives anesthesia to the nipple line, lasting 
for two and a half or three hours in the super- 
ficial structures, as in double herniotomy. These 
dosages are insufficient to give anesthesia for the 
deeper structures, in which pain is conditioned by 


Table 1. Standard Dosages for Normal Adults, as Used 
at the Faulkner Hospital. 


AVERAGE TIME 


OPERATION Novo- or ANESTHESIA SPINAL 
CAIN CAINE DEEP SUPERFICIAL FLuip 
STRUCTURES STRUCTURES 
mg. mx. Ar. hr. ce. 
Hemorrhoids, dilatation 

and curettage, pros- 

tate, perineal repair, 

Geliveries 50 58 2 1.0 
Cesarean section, hernia 

Hernia (double), ne- 

phrectomy ......... 100 10 2 24-3 2.0 
Appendectomy ....... 100 8-10 vA 144-2 2.0 
Gall bladder, stomach, 

100 14-18 2 2.0 
Hysterectomy ........ 100 12 1-2 2 2.0 
Lower extremities..... 50 5 1, 2 1.0 

50 10 2 2, 1.0 


nerves at higher spinal levels and by sympathetic 
nerve plexuses. For the anesthesia of deep struc- 
tures, such as the gall bladder and stomach, 12 to 
14 mg. of pontocaine in women and 14 to 18 mg. 
in men is required with 100 mg. of novocain. This 
mixture will give an anesthesia duration of from 
one and a half to two hours. 


Rate of Injection and Position of Patient. In the 
administration of this combination only slight vari- 
ation from standard methods has been made. In- 
duction of anesthesia is made with the patient on 
his side, the operating table level and the head on 
a small pillow. Ephedrine sulfate (50 to 100 mg. 
in 1 to 2 cc. of 1 per c2nt novocain) is injected sub- 
cutaneously into the second to third or third to 
fourth lumbar interspace level. Lumbar puncture is 
then performed with a 22-gauge gold needle, intro- 
duced through a Mason thumbtack introducer. In 
accordance with the dosage chart the proper amount 
of spinal fluid is withdrawn into a 10-cc. syringe, 
the novocain crystals are dissolved by this fluid, and 
the proper amount of pontocaine is added. This 
combination is injected without barbotage into the 
subarachnoid space at a rate of 0.5 cc. per minute. 
As soon as the injection is completed the patient 
turns himself so that he is lying on his back, keep- 
ing his head on the pillow. This maneuver facil- 
itates the diffusion of the pontocaine-novocain solu- 


d 


tion in the spinal canal. In order to prevent any 
possibility of the spinal agents’ working cephalad, 
the Trendelenburg position is not allowed for 
fifteen minutes. The blood pressure, pulse and 
respirations are recorded every five minutes. If 
the diastolic blood pressure approaches 20 mm. of 
mercury, 0.2 cc. adrenalin (1: 1000) is injected in- 
tramuscularly to maintain or elevate the pressure. 
If the fall in blood pressure is due to surgical shock 
from loss of blood, 5 per cent glucose in saline is 
given intravenously, with a citrated-blood transfu- 
sion in addition if the condition requires it. 


Supplementary Anesthetic Measures. Spinal an- 
esthesia must be supplemented by other technics 
if the operation extends beyond the duration of 
the anesthesia, or if the patient is a borderline 
operative risk. 

If the operation is protracted, so that the anes- 
thesia wanes, the earliest signs of pain or discom- 
fort or of spasm of the abdominal muscles demand 
that the anesthesia be supplemented by cyclopro- 
pane or nitrous oxide and oxygen. Sufficient ether 
is then added to obtain adequate relaxation, but 
the addition should be made with caution. Unless 
complete oxygenation is assured, it is dangerous 
to supplement spinal anesthesia with a deep 
nitrous-oxide and oxygen anesthesia, or to add ether 
hastily to this mixture in the first half hour, since 
anoxemia may be produced with resultant respira- 
tory paralysis. 

If the patient is a borderline operative risk re- 
quiring an upper abdominal or prolonged intra- 
abdominal operation — cholecystectomy or resec- 
tion of the stomach or rectum — the dose should be 
kept at a minimum, not to exceed 10 mg. ponto- 
caine and 100 mg. novocain. In the borderline-risk 
patient the attaining of complete height and dura- 
tion of anesthesia by means of larger doses should 
not be attempted. The spinal anesthesia should 
instead be at once supplemented with cyclopro- 
pane and oxygen, which may be in turn supple- 
mented by ether and oxygen (500 cc. per minute), 
administered by the carbon-dioxide absorption 
technic throughout the operation. Nitrous oxide 
may be used in place of cyclopropane. After the 
peritoneum has been closed the inhalation anes- 
thetics are completely removed and 100 per cent 
oxygen is administered, with re-breathing. The 
large majority of patients almost regain conscious- 
ness, with reflexes well established, before leaving 
the operating room. Postoperatively there is little 
nausea, vomiting or restlessness, and no untoward 
complications. The results in the cases handled 
by this method have been highly gratifying. This 
technic gives the surgeon the benefit of the com- 
plete relaxation of a maximum high spinal anes- 
thetic through the use of minimum doses of ponto- 
caine and novocain, with complete control of the 
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patient’s oxygenation, and of a minimal amount 
of ether. 


POSTOPERATIVE CARE 


We believe that the immediate postoperative 
care should be under the control of the anesthetist 
just as is the care before and during the opera- 
tion. The patient is kept level in bed for three 
hours; the head of the bed is then slowly elevated 
to a 30-degree angle. For the more effective pre- 
vention of pulmonary complications, the nurse is 
instructed to turn the patient from one side to the 
other every hour, and to have him inhale slowly 
and exhale rapidly twelve times on awakening. 
The blood pressure is recorded every fifteen min- 
utes for three hours, or until it maintains itself at 
a normal level. Unless contraindicated, 500 cc. of 
5 per cent glucose is given by rectum at once and 
250 cc. of saline is given rectally every four hours 
until the patient is able to retain fluids by mouth. 
If it is desirable to give a hypodermoclysis, the an- 
esthetized legs are a very satisfactory site. Pa- 
tients in poor physical condition are given from 750 
to 1000 cc. of 5 per cent glucose intravenously after 
the induction of anesthesia, during the operation, 
or immediately after it. The injection of intra- 
venous fluid may be repeated every six or eight 
hours; a citrated blood transfusion may be added 
if necessary. 


SUMMARY 


Pontocaine and novocain in combination have 
been used exclusively in spinal anesthesia at the 
Faulkner Hospital during the past four years, the 
total number of cases so anesthetized being 1500. 
No fatalities directly attributable to the spinal an- 
esthesia have occurred. Whereas each of these 
drugs used alone in spinal anesthesia has certain 
undesirable effects, the combination minimizes the 
disadvantages of each and enhances the desirable 
features of both. 

The technic of management of patients under- 
going spinal anesthesia is described. 
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° THROMBOANGIITIS OBLITERANS OF THE SPERMATIC CORD 
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BOSTON 


HROMBOANGIITIS obliterans has, from 

Buerger’s’ earliest publications, been consid- 
ered very largely a disease of the extremities. This 
emphasis reached a degree that justified many re- 
ports in which it was attempted to prove that the 
disease involves the general vascular tree. This 
contention, however, had not originally been de- 
nied by Buerger. He says by way of definition: 
“At the onset, thromboangiitis obliterans is essen- 
tially an inflammatory process, involving particu- 
larly the deeply situated and larger arteries and 
veins of the lower and upper extremities.” How- 
ever, he further states: “Although no extensive 
study has been made of thromboangiitis in the vas- 
cular domain outside of the extremities, the typi- 
cal lesions have been observed by the author in 
the spermatic vessels, and according to Murphy 
are said to occur in the renal vessels.” Among 
the earliest supporters of this view, Barron and 
Linenthal’ came to the following conclusion: 
“This disease is not confined to vessels of the ex- 
tremities, as is generally accepted, but is a gen- 
eralized disease which may affect any part of the 
arterial tree, including the coronary arteries, the 
abdominal arteries and the arteries of the brain.” 
Birnbaum, Prinzmetal and Connor’ described a 
case with very extensive dissemination of lesions, 
including the suprarenal, retinal, cerebral, pulmo- 
nary, coronary, mesenteric, pancreatic, hepatic, 
renal, duodenal and prostatic vessels. Excellent 
discussions of coronary-vessel involvement have 
been published by Mallory* and Eppinger.’ 

In 1928, McGregor and Simson® published a 
very illuminating report. Their patient was a Rus- 
sian Jew, aged twenty-eight, who proved to have 
thromboangiitis obliterans of the left spermatic 
cord. An orchidectomy was done, and the micro- 
scopic sections afforded an excellent opportunity 
for studying the early acute form of the disease. 
We wish to stress that surgery in cases of Buerger’s 
disease of the spermatic cord affords an excellent 
opportunity of obtaining uncontaminated material 
for investigative work. It is for this reason, and 
for the purpose of directing attention to a lesion 
which is not considered in the differential diag- 
nosis of diseases of the spermatic cord, that this 
report is made. 
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CASE REPORT 


A Russian Jew, aged 28, presented symptoms of a drag- 
ging sensation and tenderness in the left groin and the 
left half of the scrotum, of less than 4 weeks’ duration. 
There had been a gradual onset of the dragging sensation, 
which was later accompanied by tenderness. These dis- 
comforting symptoms soon became incapacitating. Gen- 
eral good health continued, however, and the patient suf- 
fered neither chill nor temperature elevation. There were 
no abdominal manifestations or genitourinary symptoms. 

The patient had been an habitual user of tobacco to ex- 
cess in the form of cigars and cigarettes since early adult 
life. The past history was otherwise negative. All pos- 
sibility of venereal disease was denied. 


The patient’s father and mother, both in the 7th decade, 
had hypertensive heart disease and diabetes, respectively. 
His wife and two children were alive and well. One sis- 
ter of middle age was in good health and one brother, 
aged 32, was under treatment for duodenal ulcer. An- 
other brother had died several years..previously at 29, with 
a clinical diagnosis of acute coronary disease. 


Physical examination revealed a generally well person 
with normal pulse and temperature. Locally there was 
moderate tenderness of the left spermatic cord, and a 
palpable mass the size of a cherry in the cord about | cm. 
above the epididymis. The testis and epididymis felt nor- 
mal and were non-tender. The cord above the nodule 
mentioned presented no tenderness, and there was no sug- 
gestion of thickening or induration. No difficulty was en- 
countered in isolating the ductus deferens. The right 
cord, testis and epididymis were normal, and there was no 
involvement of the tissues of the scrotum. The prostate 
was normal to palpation. 


The white-blood-cell count was 6350 with 75 per cent 
polymorphonuclear neutrophils, 1 per cent eosinophils, 1 
per cent monocytes and 23 per cent lymphocytes. The 
red-blood-cell count was 5,200,000 with a hemoglobin of 
108 per cent (Sahli); the blood smear was normal. Ex- 
amination of the urine was essentially negative. A blood 
Hinton test gave a negative reaction. 

Under general anesthesia the mass was removed; it 
proved to be a matted segment of the pampiniform plexus 
and associated arteries. The testis and epididymis and the 
cord above the involved area were normal in appearance. 
The mass was adherent to the ductus deferens, but separa- 
tion was effected without difficulty. 

Convalescence was uneventful, and there was no residual 
induration of the cord. On two occasions, however, after 
periods of sexual activity there has developed generalized 
edema of the scrotum and tenderness at the operative site. 
At the present time (2 months after operation) there is 
no suggestion of recurrence. Examinations have revealed 
no evidence of vascular disease in the extremities. 


Pathological Report. 

Gross examination showed the specimen to be roughly 
ovoid, with irregular surfaces; it was of firm but pliable 
consistence, white, and measured 1.5 by 1 by 0.6 cm. Sec- 
tioning revealed a moist, glistening, white to grayish-white 
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cut surface with scattered small purplish-red and brownish 
areas 0.5 mm. or less in diameter. 

Microscopic examination revealed veins varying from 
0.3 to 1.3 mm. in diameter, with occluding lesions. Only 
arteries less than 0.17 mm. in diameter (arterioles) were 
present. The smaller vessels, including the arterioles, pre- 
sented patent lumens and normal lining surfaces and ves- 
sel walls. 

Characteristic lesions were found in a zone within the 
vessel lumen, adjoining the lining surface and apparently 
replacing the intima. These consisted of focal accumula- 
tions of mononuclear cells and frequent giant cells of 
foreign-body type (Fig. 1), often with abundant cyto- 


Figure 1. A zone of mononuclear cells, focally arranged 
and with foreign-body giant cells, lines the intimal surface 
of a vein. On the left is a thrombus infiltrated with 
polymorphonuclears, and on the right the vein wall. 200X. 


plasm and fairly evenly distributed nuclei. These foci 
blended with each other, in some instances so as com- 
pletely to line the vessel lumen. , No necrosis was evident 
in these cell collections in any location. In several places 
the thrombus in the central portion of the vessel revealed 
disintegration of the fibrin and collections of polymorpho- 
nuclear neutrophils and fragmented nuclei. Other occlud- 
ing masses were formed of partly organized thrombi, or 
organized and partly canalized thrombi with an occasional 
giant cell of foreign-body type near the margin (Fig. 2). 
Of the 36 cross-sections examined, 3 showed healed lesions 
as last described. Clumps of hemosiderin were deposited 
here and there in the connective tissue. 

The media of the veins were infiltrated in most in- 
stances by numerous polymorphonuclear neutrophils and 
varying numbers of eosinophils. No necrosis of the smooth 
muscle was present. Verhoeff's special stain showed the 
elastic tissue to be unaltered. The intervascular stroma 
presented an increase in connective tissue and was in- 
filtrated by fairly numerous eosinophils and some poly- 
morphonuclear neutrophils and lymphocytes in patchy 
distribution. The latter in places were clustered about 
small venules. Scattered clumps of hemosiderin were 
present. No tubercle-like lesions and no zones of necrosis 
were found in this intervascular zone. Sections stained 
for Mycobacterium tuberculosis and by the MacCallum and 
Goodpasture, and Gram-Weigert methods revealed no 
bacteria. Tissue properly fixed for the Levaditi stain was 
unfortunately not available. 
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Tissue fragments cultured in blood bouillon showed no 
growth, 
Diagnosis: thromboangiitis obliterans of spermatic cord. 


The most typical histologic lesions in the sec- 
tion are focal accumulations of mononuclear cells 
with giant cells of foreign-body type in the vessel 
lumen and with purulent foci in the associated 
thrombi. Mallory’ has pointed out that the cells 
forming the focal accumulations are prone to be 
arranged in perpendicular rather than concentric 
fashion as seen in typical tubercles. Both tubercu- 
losis and syphilis are extremely apt to produce tu- 
bercle-like lesions outside the vessel wall. No zones 
of caseous necrosis as found in tuberculosis are 
evident in any focal mononuclear accumulation. 
The areas of infarct necrosis so often occurring 
with syphilis are not found, and no obliterative 
endarteritis is evident in the small vessels. In 


Figure 2. 4 vein lumen is obliterated by an organized, 
partly canalized thrombus. A foreign-body giant cell is 
present near one margin of the occluding mass. 45X. 


thrombosis of nonspecific type, a thrombus appear- 
ing as described may occur, but in no such case 
is a tubercle-like lesion likely to be found in the 
vessel lumen. Sarcoid (Boeck’s disease) would 
be likely to produce tubercle-like lesions outside the 
vessel wall. In view of the above considerations a 
diagnosis of thromboangiitis obliterans seemed 
warranted. 


DISCUSSION 


Thromboangiitis obliterans must be included 
in the differential diagnosis of diseases of the sper- 
matic cord. The entity with which it is most likely 
to be confused is tuberculosis of the epididymis 
and ductus deferens; because of the latter di- 
agnosis, in cases reported by Buerger*’ and Mc- 
Gregor and Simson,” orchidectomy was performed. 
Chronic gonorrheal epididymitis funiculitis 
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would prove difficult to differentiate clinically, and 
the diagnosis might depend on the demonstration 
of the characteristic intraluminal lesions of throm- 
boangiitis obliterans. Nonspecific thrombosis of 
the spermatic venous plexus would produce a con- 
siderably more extensive lesion than the one which 
was encountered. Benign and malignant neo- 
plasms and the common spermatocele, hydrocele 
of the cord and varicocele should cause little con- 
fusion. 


Unfortunately, there is no precedent on which 
to base an opinion as to prognosis. None of the 
few cases reported in the literature were followed 
long enough to indicate their course. If a parallel 
is to be drawn between the disease in the cord and 
in the lower extremities, some extension along the 
course of the pampiniform plexus and its asso- 
ciated arteries may be expected. By the same anal- 
ogy, the development of similar lesions in other 
vascular beds might be anticipated. One report® 
raises the possibility of gangrene of the testis, but 
this is doubted since deliberate section of the cord 
in hernioplasties, as done on the senile, is followed 
by progressive atrophy of the testis but not by in- 
farct necrosis. The collateral circulation derived 
from the scrotal sac is adequate to protect the organ. 

Therapy, on the basis of the pessimistic outlook 
in regard to recurrence in the spermatic cord, 
should consist in complete removal of testis and 
cord if the diagnosis is established before or at the 
time of operation. If, as in this case, local removal 
is carried out for biopsy purposes, any secondary 
procedure indicated because of residual tissue or 
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recurrence should be radical, that is, orchidectomy. 
Since the relation of localized lesions to distant 
development of the disease is not known, even this 
more radical treatment might fail to halt the 
progress of the malady. 

The measures used in the treatment of conven- 
tional thromboangiitis obliterans are largely di- 
rected toward increasing circulation, but in the lo- 
calization of the disease considered here this method 
has little to offer. Total abstinence from tobacco 
is advisable as a possible preventive measure. 


SUMMARY 


1. A case of thromboangiitis obliterans of the sper- 
matic cord is reported. 


2. Typical histologic lesions of the acute stage of 
the disease are described. 


3. The importance of including thromboangiitis 
obliterans in the differential diagnosis of lesions 
of the spermatic cord is emphasized. 


4. Possibilities of prognosis and therapy are con- 
sidered. 
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CORONARY OCCLUSION IN A YOUNG ADULT 


Davin M.D.* 


BOSTON 


HE last twenty years, and especially the last 

ten years, have seen a rapid development in 
the clinical diagnosis of coronary occlusion. A dis- 
ease of vascular degeneration, it is encountered in- 
frequently i in patients below the age of forty, and 
rarely in patients below thirty... Under such cir- 
cumstances the clinician is tempted to doubt the 
logical conclusion reached after hearing the pa- 
tient’s story. He is apt to ascribe the accuracy 
of details to a previous knowledge by the patient 
of the condition in some other person, for lay 
knowledge of the disease has also spread widely. 
The electrocardiographic tracing may be of great 
value under these circumstances in confirming the 
diagnosis, which would otherwise be doubted be- 
cause of the youthfulness of the patient. 


*Physician, Faulkner Hospital. 


Owing to the rarity of coronary occlusion in 
young people, it seems worth while to report a 
proved case. 

CASE REPORT 


Mrs. J. K., aged 28, entered the Faulkner Hospital on 
May 31, 1937, because of pain in the chest. On May 28, 
while sitting at a table, she was suddenly seized with pain 
in the middle of the front of her chest. The pain was se- 
vere and radiated to both shoulders, both arms, the upper 
back, the neck and both sides of the jaw. There was 
slight palpitation. She said that she felt as if she were go- 
ing to die. 

The mother was living and well at the age of 51, the 
father living and well at 53. Blood-pressure determinations 
on the two in October, 1937, were 130/75 and 150/80 re- 
spectively. There was no evidence of vascular disease in 
other members of the family. 

The patient had been a healthy young woman. Measles, 
chickenpox and whooping cough had been the only infec- 
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tious diseases of childhood. A blood pressure reading 
of 145/90 was obtained at 21. During a pregnancy at 26 
the tension varied between 130/80 and 160/90, with 
the majority of the readings 150/85. Only one of several 
specimens of urine examined during the pregnancy 
showed the slightest possible trace of albumin. The blood 
pressure was 145/90, 2 months after delivery. On May 14, 
1937, when the patient consulted her physician because 
of pregnancy, the blood pressure was 150/85 and the 
pulse rate 96. Her last menstrual period had started on 
March 16. 


Her physician saw her within an hour of the onset of 
pain. She appeared apprehensive and somewhat pale. The 
oral temperature was 98.6°F., pulse rate 80, respirations 16 
and blood pressure 140/80. Examination of the heart, 
lungs and abdomen revealed nothing abnormal. Sedatives 
were given. The patient was carefully re-examined on the 
four following days. She continued so apprehensive of 
death as to seem hysterical at times. The oral temperature 
did not rise above 98.6°F., the pulse rate above 86 (and 
it went as low as 64), and the blood pressure varied be- 
tween 135/75 and 125/70. The heart sounds were nor- 
mal, without gallop or friction rub. Breath sounds on each 
side of the chest were normal. The lymph nodes were 
not enlarged, and the spleen was not felt. 

Two specimens of urine had a specific gravity of 1.025 
and 1.028 respectively, but contained large amounts of 
albumin. The hemoglobin was 90 per cent (Sahli), and 
the red blood cells numbered 4,500,000 per cu. mm. The 
white blood cells were 32,000 per cu. mm., with 6 per cent 
polymorphonuclears, 15 per cent lymphocytes, 1 per cent 
eosinophils and 78 per cent young cells resembling mono- 
cytes, which were mostly oxidase positive. There were 3 
per cent nucleated red cells, and the platelets were slight- 
ly decreased. The blood Hinton reaction was negative. 

Stereoscopic x-rays of the chest with careful fluoroscopic 
examination of the mediastinum showed no abnormali- 
ties. 

An electrocardiographic tracing made on June 1 showed 
a low take-off of the S-T curve in Lead 1, and a high 
take-off in Leads 2 and 3. The QRS complex was notched 
in Lead 2. T waves were diphasic in Leads 2 and 3. 
On June 2 the take-off of the S-T curve in Lead‘ 1 was not 
so low as the day before. A tracing made from a chest 
lead, with the electrode at the apex, showed a Q wave. 

The pain recurred occasionally throughout each day 
of the illness, though most of the time it was slight. On 
June 2 the patient was found distraught with pain, which 
eased in a few minutes; the patient lay back to rest. Twen- 
ty minutes later she was found extremely cyanotic and died 
promptly. 

Autopsy examination by Dr. J. Beach Hazard confirmed 
the clinical diagnoses of acute myocardial infarction and 
leukemia. 


The heart was enlarged, weighing 410 gm. The pos- 
terior half of the left ventricular wall was pale brownish- 
yellow from within 1 cm. of the mitral ring to the apex, 
and was thinned to 0.9 cm. as compared with 1.9 cm. 
elsewhere. There were mural thrombi in the right ven- 
tricle. Beginning 1.8 cm. from its origin, the right coro- 
nary artery had an eccentric thickening of its wall which 
reduced the lumen to about 0.1 cm. in diameter. The 
vessel was completely occluded by clot, beginning 4 cm. 
from the orifice. The clot extended into the’ transverse 
and descending branches. The left coronary artery had 
a marked diminution in size of lumen to 0.1 cm. for 
a distance of 0.6 cm. The transverse (circumflex) branch 
had a lumen only 0.2 cm. in diameter, but was smooth- 
walled throughout. Microscopic sections through the myo- 
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cardium of the left ventricle showed extensive areas of 
infarct necrosis, with an infiltration of moderate numbers 
of polymorphonuclear neutrophils in the vicinity. Micro- 
scopic sections of the right coronary artery through the 
occluding mass showed eccentric thickening of the vessel 
wall by an increase in connective tissue, the latter contain- 
ing scattered islands of vacuolated macrophages. The 
thickening encroached to only a slight extent on the size 
of the lumen. Fanning off into the lumen from the sur- 
face of the thickening were alternate masses of fibrin, 
serum and platelets. This clot completely occluded the 
vessel. In the outer portions of the muscularis and in the 
tissues about the vessel there were a few scattered lympho- 
cytes and occasional polymorphonuclear neutrophils. The 
lining surface of the aorta was yellowish white, with 


slightly elevated yellowish areas in places. 


The kidneys weighed 180 gm. each and were negative, 
except for the microscopic finding of tubules distended 
with coagulated albumin. The spleen was enlarged, 
weighing 460 gm. The splenic pulp was rather soft, and 
gray to purplish gray. It was diffusely infiltrated by 
round cells, slightly larger than the adult lymphocyte, 
and with round and often slightly indented nuclei. There 
were occasional clumps of stem cells. The liver was also 
enlarged, weighing 2100 gm. Occasional branches of the 
portal vein were occluded by grayish-brown and purplish- 
brown masses of clot. 

The marrow of the vertebrae and sternum was gray to 
greenish gray and slightly translucent. Marrow from the 
femur was very soft, almost semifluid in places, and varied 
from yellowish to grayish green. Microscopic sections 
showed markedly increased cellularity, especially of the 
vertebral and sternal marrow. The dominant cell was 
generally round but occasionally elongate or ovoid. The 
nuclei were round or slightly indented, with the chromatin 
often greatest near the nuclear margins. Myelocytic and 
polymorphonuclear eosinophils were scattered about. 

Some mesenteric and retroperitoneal lymph nodes ap- 
peared slightly enlarged, but microscopically were nega- 
tive. 

A few branches of the pulmonary artery were occluded 
by clot, apparently of embolic origin. 


This patient had carried a mild hypertension for 
years, but did not live an especially strenuous 
life. Her parents are living and well, and she was 
hardly of the group which one might expect to be 
peculiarly susceptible to terminal vascular disease. 

The leukemia had no direct bearing on her death, 
so far as could be determined. The white blood- 
cell count was not very high, the clot did not con- 
sist primarily of white blood cells, and the en- 
croachment on the lumen of the coronary vessels 
was arteriosclerotic and not due to accumulated 
masses of leukemic cells. The presence of clots 
in branches of the portal vein suggests some in- 
creased susceptibility to the formation of thrombi, 
but the cause of the susceptibility is not obvious. 


3 Conway Street. 


I am indebted to Dr. D. L. Lionberger for assistance in 
the care of the patient and for information from his 
records, 
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CASE RECORDS OF THE FAULKNER HOSPITAL 


CASE RECORDS OF THE FAULKNER HOSPITAL 


Antemortem and Postmortem Records as Used in Monthly 
Clinicopathological Conferences* 


Directed by J. Beach Hazarp, M.D. 


CASE NO. 6374 
PRESENTATION OF CASE 


An Irish American, aged seventy-four years, was 
admitted because of pain and vomiting. 

Fifteen hours before admission the patient be- 
gan to have severe generalized abdominal pain, 
occurring in spasms at frequent intervals and as- 
sociated with persistent vomiting. Vomitus at 
first consisted chiefly of food recently eaten and 
subsequently of apparently bile-stained fluid. These 
symptoms continued throughout the night. In 
the morning the spasms of pain became less, but 
the patient was aware of a sensation of soreness 
in the right lower quadrant, which became worse 
during the three hours previous to admission. Vom- 
iting still occurred occasionally. The patient’s 
bowels had moved several times during the night 
and once during the morning. 

A large left inguinal hernia had been present 
for many years and had been rather inadequately 
helped by a truss. Occasionally it would become 
incarcerated and on several occasions it had been 
reduced with difficulty. 
had been a vague complaint of “stomach trouble,” 
which the patient usually ascribed to his hernia. 

Physical examination showed a well-developed 
and well-nourished man. The temperature was 
100°F., pulse rate 96, and respirations 22. The 
skin and tongue were clear. Examination of the 
head and neck was negative. The arteries showed 
a moderate degree of sclerosis, consistent with the 
patient’s age. The lungs were clear. The heart 
was not enlarged, and no thrills or murmurs were 
present. The blood pressure was 130 systolic, 76 
diastolic. The pulse was rapid, regular and of 
good quality. Extremities and reflexes were neg- 
ative. The left external inguinal ring was dis- 
tinctly dilated, and a definite impulse could be 
felt. The abdomen was slightly distended and 
showed distinct tenderness and marked spasm over 
the entire right lower quadrant, with some tender- 
ness out along the right flank. Rectal examina- 
tion was negative. 

Examination of the blood showed a white-celi 
count of 17,500 with 88 per cent polymorphonu- 

*Beginning in October, 1937, the clinical meetings at the Faulkner Hos- 
pital have been in the form of clinicopathological conferences with paper 
discussions of cases not previously seen by the discusser. This form of 
medical exercise, originated by Dr. Richard C. Cabot at the Massachusetts 
General Hospital and at present directed by Dr. Tracy B. Mallory, has met 
with enthusiastic response at the Faulkner Hospital. We are much indebted 


to Dr. Mallory for his kind advice and assistance in helping us to organize 
these conferences. 


For some years, also, there . 


clears; the red-cell count was 4,900,000. Erythro- 
cytes and platelets appeared normal. A blood Hin- 
ton was negative. No urinalysis or stool examina- 
tion was reported. 

Laparotomy was performed two hours after ad- 
mission. The appendix was removed, and a culture 
taken of the peritoneum, which showed Staphylo- 
coccus aureus. 

For the remainder of the day following the 
operation the condition of the patient was fairly 
good. The abdomen remained soft and non- 
tender. The pulse was of fairly good quality. That 
night, ten hours after operation, the clinical pic- 
ture changed entirely. The patient became rather 
suddenly cyanotic, and the pulse more rapid; the 
blood pressure dropped to systolic 98, diastolic 70; 
there were moderate dyspnea and an elevation 
of temperature to 103.6°F. Cardiac stimulation 
was given and the patient improved somewhat, 
although his blood pressure did not rise above 
100 systolic, 68 diastolic. The pulse rate was about 
130 per minute. In the morning another attack 
of cyanosis and dyspnea occurred. He was given 
digifolin, intravenous glucose and caffeine, as well 
as oxygen, to no avail, and he died twenty hours 
after admission. 


DIFFERENTIAL DIAGNOsIS 


Dr. Epwarp L. Youne, Jr.: First, a few com- 
ments about the description of this pain. I have 
said for a great many years, and still believe, that 
in the vast majority of cases abdominal pain, 
whether epigastric, about the umbilicus or gener- 
alized, which shifts and localizes in the right 
lower quadrant, is due to appendicitis. That is, 
assuming the history can be relied on. I have seen 
two exceptions: the first, a gangrenous gall blad- 
der presenting in the appendix incision, and the 
second, a gangrenous epiploic appendix of the ce- 
cum. So, assuming this story to be true, the pa- 
tient is suffering from acute appendicitis. How- 
ever, let us assume that it is another exception. 

It is true that this onset is pretty vicious for 
acute appendicitis, particularly in a man of seventy- 
four, because at that age the symptoms are more 
likely to be atypical. The picture is usually one 
with vague abdominal symptoms, and when oper- 
ation is finally done, one is apt to find an advanced 
stage of the disease. The bowels have moved sev- 
eral times so that the condition is presumably not 
one with intestinal obstruction, although, of course, 
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the bowels do move after obstruction, though gen- 
erally not to this extent. The hernia is thought of, 
but strangulation should give more definite localli- 
zation. The fact that the pain came on in spasms 
means that some hollow viscus is in trouble, and 
the persistent vomiting suggests either an interfer- 
ence with blood supply, such as a strangulated her- 
nia, or trouble high in the gastrointestinal tract. 
They did consider trguble with the hernia and ap- 
parently had to throw out that diagnosis. The his- 
tory lacks details about his “stomach trouble,” but 
it certainly did not impress the examiner as being 
important; nevertheless, we must remember that 
perforation is often the first symptom of sufficient 
importance to call attention to an ulcer. It is 
equally true that a perforation of the duodenum 
can allow fluid to trickle down the right gutter 
so that the maximum tenderness is in the right 
lower quadrant. Is it possible that the history 
points toward a ruptured gall bladder with bile 
trickling down the right flank? I believe that 
is very remote. Gall bladders do rupture, but al- 
most without exception into a walling-off mass of 
omentum. Gall-bladder disease generally has a 
degree of chronicity which produces protective ad- 
hesions so that free intraperitoneal rupture is un- 
common. 

What other things have we that are at all likely? 
Diverticulitis of the sigmoid, for instance, is very 
unlikely. Pneumonia with intra-abdominal symp- 
toms is ruled out by the examination. After all, 
one has to take the weight of evidence and act on 
it. If every case that came to us for diagnosis was 
a typical story-book picture, there would not be 
any fun in the practice of medicine. Here it seems 
to me that the weight of evidence points toward 
an acute appendicitis. I am basing my diagnosis 
on the following: generalized abdominal pain shift- 
ing to the right lower quadrant, tenderness and 
spasm, slightly elevated temperature, and high 
white count with a high percentage of polymorpho- 
nuclears. We are told that the appendix was 
removed. 

Dr. J. Beach Hazarp: May I interrupt? The 
same diagnosis was made preoperatively as has 
been made by Dr. Young. At operation an appen- 
dix was removed that at the time looked innocent 
and later showed healed appendicitis with oblit- 
eration. A fibrinopurulent exudate was present 
about the cecum and extended along the ascending 
colon toward the subhepatic region. 

Dr. Younc: Thank you. That does help be- 
cause nine times out of ten, a healed appendix is 
essentially a normal appendix. There is a degree 
of fibrosis that increases in an appendix as we 
get older which is a normal process, but it can be 
pathologic and the pathologist cannot say whether 
the degree of sclerosis which he finds is actually 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Jan. 27, 1938 


due to a pathologic process or merely to a physi- 
ologic one. However, in this case I believe the 
cause of the peritonitis was not acute appendicitis. 

The peritonitis was said to be essentially right- 
sided. There is no evidence of a perforation of the 
cecum from a solitary ulcer, which, though rare, 
does occur. I think by a process of exclusion we 
must say that the patient had a small perforation 
of the duodenum with irritating fluid going down 
into the right lower quadrant. I should be in- 
terested to know how soon after eating this hap- 
pened, because the farther away we get from a 
meal the more likely we are to find that the con- 
tents from a perforated stomach or duodenum are 
sterile. I have not spoken of a perforation second- 
ary to a carcinoma, which we always think of at 
his age, because malignant disease that has gone 
far enough to perforate should have given other 
signs before this. I think the best bet is a peptic 
ulcer. 


The final picture simply concerns which of the 
causes of death, common to such a picture as 
this, we have here. I believe that the causes of 
death following operation can be put into one of 
five classes: pulmonary embolus, cerebral accident, 
coronary disease, shock or hemorrhage. Shock 
may be due to various things — not only surgical 
shock but overwhelming infection, particularly in 
the peritoneal cavity. This patient did have 
Staphylococcus aureus in the peritoneal cavity, and 
I believe the cause of death was peritonitis. Of 
course, I cannot rule out pulmonary embolus, but 
death occurred quite soon after operation; never- 
theless, it may be the answer. At seventy-four, I 
suppose that I should think more seriously of a 
cerebral accident or an acute cardiac accident, but I 
am betting against them. 

Dr. Francis G. Barnum: Is there any possi- 
bility of acute pancreatitis? 

Dr. Younc: Perhaps I should have mentioned 
it, but I have never seen this disease with a shift- 
ing of the symptoms and signs to the right lower 
quadrant. 

A Puysician: May you not have peritonitis 
without any obvious cause? 

Dr. Younc: That is perfectly true. The only 
idiopathic types 1 know of are streptococcus or 
pneumococcus peritonitis, metastatic from a point 
outside the peritoneum. 

Dr. Horace K. Sowtts: I have been able to find 
on record no cases of so-called idiopathic perito- 
nitis over the age of thirty-two years. 

Dr. Cuanninc Froruincuam: Since the patient 
is so old, why do you not think of some disturb- 
ance in the circulation of the mesentery ? 

Dr. Younc: The pain that is associated with 
mesenteric thrombosis is more or less a steady pain. 
I have never seen pain of this type with that sort 
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of thing. Moreover, in fifteen hours a positive 
culture should not be obtained from the peritoneal 
cavity. 

Dr. FrotHincHaM: 

Dr. Younc: Yes. 

Dr. Basit E. Barton: Do you not believe that, 
where there are cyanosis and dyspnea, pulmonary 
embolus is indicated rather than peritonitis? 

Dr. Younc: Not necessarily. I checked up on 
pulmonary embolus and found that there were as 
many cases that died of pulmonary embolus with- 
out cyanosis as with it and that cyanosis was pres- 
ent where the cause of death was something else 
so often that I am not using it as being indicative 
of pulmonary embolus. I believe that this man 
died of shock from an overwhelming infection of 
the peritoneum coming from a perforated peptic 
ulcer. 


Too soon? 


CuinicaL DIAGNOSES 


Perforation of the gall bladder. 
Acute peritonitis. 
Peripheral circulatory collapse. 


Dr. Younc’s DIAGNosEs 


Perforated peptic ulcer. 
Acute peritonitis. 


Anatomic DIAGNOSES 


Chronic duodenal ulcer with perforation. 
Peritonitis, acute, right side of peritoneal cavity. 
Myocardial fibrosis, left apex. 
Bronchopneumonia, early. 

Arteriosclerosis. 


PaTHOLocIcaAL Discussion 


Dr. Hazarp: Only the right side of the perito- 
neal cavity evidenced a deposit of fibrin and a puru- 
lent exudate. This was most abundant about the 
gall bladder and duodenum. The appendix stump 
was intact. The ampulla of the gall bladder was 
firmly adherent to the superior surface of the duo- 
denum. On opening the latter an ulcer, 2.5 cm. 
in greatest diameter, was found situated about 1.5 
cm. from the pylorus and immediately adjacent to 
the region of adherence to the gall bladder. A 
gross perforation was not evident at first but after 
fixation and sectioning, a small communication 1 
or 2 mm. in diameter was found to extend from 
the lateral portion of the ulcer base through the 
visceral peritoneum. ‘The gall bladder was nega- 
tive except for a pericholecystitis. The other find- 
ing of interest was an old scar, 1.5 cm. in diame- 
ter, in the apex of the left ventricle. The coronary 
arteries were patent but presented marked arterio- 
sclerotic changes. A culture of blood from the 
right ventricle was negative, and one from the 
exudate in the peritoneal cavity showed Staphylo- 
coccus aureus. 
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The extent of the peritonitis did not seem suffi- 
cient for this alone to be the cause of death, but 
with the exception of the scarred myocardium no 
other important gross anatomic lesion was evident. 
Histologically an early bronchopneumonia was 
found but was so slight that it probably did not 
contribute materially to the patient's exitus. Be- 
cause of restrictions, the head was not examined. 
It was felt that the immediate cause of death could 
be ascribed to circulatory collapse. 


CASE 6375 
PRESENTATION OF 


A Canadian motorman, aged fifty-four years, was 
admitted because of precordial pain. 

The patient had been in fair health until one 
year before admission at which time he noted a 
rather insidious onset of precordial pain coming 
on after exertion, and occasionally after meals. 
This pain was described as being of a dull oppres- 
sive type, rather transitory, and exhibiting no radi- 
ation. Coincident with the development of this 
pain he observed a moderate amount of dyspnea 
on exertion, and more recently had had a tendency 
to orthopnea. The pain and dyspnea occasioned 
the patient no great amount of discomfort, and 
he worked steadily until three weeks previous to 
admission at which time the precordial pain be- 
came more severe and was accompanied by the on- 
set of rather marked weakness, mild diarrhea and 
an increase in dyspnea and orthopnea. A cough, 
which the patient had had for some years became 
much more marked but was productive of only 
the whitish mucoid material ordinarily noticed. 
Two weeks before entry the patient experienced 
one day of severe and agonizing precordial pain, 
which radiated down the left arm and through 
to the left scapula. He had been taking digitalis 
during the three weeks before entry and had re- 
mained in bed for the greater portion of this time. 
Extensive x-ray studies of the chest, gastrointes- 
tinal tract and gall bladder at the office of a roent- 
genologist had been made a few days before ad- 
mission. No edema or other signs of congestive 
failure had been noted. The patient was said 
to have had a temperature of 102 or 103°F. about 
a week before he came to the hospital. 

He was born in Nova Scotia but had lived 
around Boston for more than thirty-five years. 
His general health had been good. He had had 
the usual childhood diseases without apparent 
complications or sequelae. There was no history 
of rheumatic fever, scarlet fever, diphtheria, ty- 
phoid fever or syphilis. He had had an appendec- 
tomy performed seven years previous to admis- 
sion. For many years he had had “bronchial 
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trouble,” which was characterized by a chronic 
cough productive of whitish mucoid phlegm. His 
past history was otherwise essentially negative prior 
to the present illness. He had lost from 10 to 15 
lb. in the year previous to admission. 


There was no history of familial disease. The 
patient’s father died of “senility” at eighty-cight 
years and his mother of “apoplexy.” He had been 
married for seventeen years, and his wife was 
living and well. There were no children. 


Physical examination showed a well-developed 
and nourished man lying comfortably in bed; he 
was somewhat orthopneic and had a tired, worn- 
out appearance. One observer thought there was 
an icteric tint to the sclerae. He was slightly 
confused and unable to concentrate well in con- 
versation. ‘Thought sequences were distorted. 
There was no tremor of the extended fingers. The 
pupils were slightly irregular and showed a mod- 
erate arcus senilis. They reacted to light and ac- 
commodation. The fundi revealed moderate arterio- 
sclerotic changes; the disks showed definite cup- 
ping. Sinuses, nostrils, mouth and teeth were not 
remarkable. There was no generalized enlarge- 
ment of the lymph nodes. The supracardiac 
diameter was 7 cm. The heart was enlarged to 
the left as far as the anterior axillary line, and 
there was questionable enlargement to the right. 
The heart action was slow, but the rhythm was 
grossly irregular. The heart sounds were very 
distant and of poor quality. No murmurs could 
be heard. The peripheral vessels, especially the 
radial arteries, were arteriosclerotic. The pulses 
were equal but of poor quality. The blood pres- 
sure was 110 systolic, 46 diastolic, and a later read- 
ing was 110 systolic, and 70 diastolic. The percus- 
sion note over the lung fields was resonant cx- 
cept for a small area at the angle of the left 
scapula where there was bronchial breathing with 
increased whispered and spoken voice. A second 
observer did not confirm this. Elsewhere the 
breath and voice sounds were normal. A few 
moist rales could be heard at both lung bases. The 
abdomen was fully relaxed and revealed no masses, 
spasm or tenderness. There was an incisional her- 
nia at the lateral border of the right rectus mus- 
cle in the lower quadrant. The liver and spleen 
were not palpable. Knee jerks were diminished 
but were about equal. The Babinski sign was 
equivocal; Gordon and Oppenheim signs were 
negative. There was no patellar or ankle clonus. 
Vibration sense was normal. Rectal examination 
was negative. The prostate was mildly and sym- 
metrically enlarged but was of average consistence. 

On admission the temperature was 98.6°F., the 
pulse 52 and the respirations 32. The urine showed 
a slightest possible trace of albumin and occasional 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Jan. 27, 1938 


erythrocytes but no white blood cells or casts; a 
second urinalysis was negative. The specific grav- 
ities were 1.017 and 1.022. The white-blood-cell 
count was 15,800, with 83 per cent polymorphonu- 
clears, 11 per cent lymphocytes and 6 per cent 
young polymorphonuclears. The red-blood-cell 
count was 5,100,000, with 99 per cent hemoglobin 
(Sahli). Red blood cells and platelets appeared 
normal. Stool examination was negative. A blood 
Hinton test was negative. The blood nonprotein 
nitrogen was 41 mg. per cent. 

A six-foot chest plate showed the transverse di- 
ameter of the heart to be 17.5 cm. Internal diame- 
ter of chest was 28.8 cm. The great vessels meas- 
ured 6.0 cm. The heart was enlarged to the right 
and left, and there were pulsations of normal in- 
tensity and rhythm. The esophagus was displaced 
slightly to the right and posteriorly. There was a 
small amount of fluid in the right chest, which 
partially obscured the costophrenic angle. The 
x-ray impression was cardiac enlargement with no 
evidence of hydropericardium. 

An electrocardiogram taken on the day of ad- 
mission showed auricular fibrillation, ventricular 
complexes that were not remarkable, two ventricu- 
lar extrasystoles and no evidence of over-digitali- 
zation. 

The patient’s course in the hospital was unevent- 
ful although he seemed to improve. After two 
days his temperature rose to 100°F. every after- 
noon. The pulse varied between 60 and 80 but 
rose to 100 on the fifth day; respirations were be- 
tween 20 and 25. Five days after admission, while 
sleeping, he suddenly became cyanotic, gasped sev- 
eral times and died. 


DIFFERENTIAL DIAGNosiIs 


Dr. WitiiaM R. Outer: We are first interested 
in an analysis of the patient’s history. This is a 
very interesting case, and I think that I can begin 
with a little different approach. 

First, there is one possibly important point in 
the family history. It states that the mother died ~ 
of “apoplexy,” but no mention is made of the 
mother’s age at the time of death. It is possible 
that this man may have started out with a heredi- 
tary factor insofar as hypertension is concerned. 

Let us next consider one or two facts about the 
patient’s past history. There was no history of 
rheumatic fever but there was a history of bron- 
chial trouble for a good many years. This may be 
of importance when we come to take up some of 
the points in the present illness. 

Coming to the present illness, we have a fifty- 
four-year-old white man who had been in rea- 
sonably good health and able to carry on his 
work until a short time before his admission 
to the hospital. However, about a year before 
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his admission he began to note the onset of 
precordial pain which bore a very definite rela- 
tion to exertion. We note that the precordial pain 
was supplemented a little later by dyspnea, which 
as time went on became severe enough to cause 
orthopnea. Thus we have a pretty good picture of 
coronary disease, probably sclerotic in nature, with 
evidence of beginning myocardial failure. 

About two weeks prior to admission the patient 
had a rather severe attack of precordial pain, very 
sharp in nature, which radiated into the neck, the 
region of the left scapula and down the left arm. 
This certainly sounds like an attack of coronary 
occlusion. The cough which had been present for 
some years then became a little bit more marked. 
Also, the record states that the patient had a tem- 
perature of 102 or 103°F. for some time prior to 
entrance to the hospital. This would be consistent 
with acute coronary disease or a mild pulmonary 
infection superimposed on the chronic bronchitis, 
or both. 

The statement that the patient was somewhat 
confused and unable to concentrate well in con- 
versation and reading, I am unable to explain 
other than to say that patients with congestive heart 
failure are very frequently mildly psychotic. The 
fundi revealed moderate arteriosclerosis. Then 
there is a note here that the disks showed definite 
cupping. I am not sure that that indicates any- 
thing more than physiologic cupping. There is 
no evidence of disturbance in vision, no headaches 
or no mention of anything suggesting glaucoma. 

Turning for a moment to the examination of the 
heart, we find that it was enlarged; the rhythm 
was grossly irregular, suggesting auricular fibril- 
lation. There is no mention of auricular fibrilla- 
tion in this patient’s history prior to admission to 
the hospital. If he had no auricular fibrillation 
prior to the onset of his acute attack of cardiac 
pain, then it is reasonable to suppose that the 
auricular fibrillation came after that. On the 
other hand, if he had auricular fibrillation prior 
to the onset of the attack, that makes one wonder 
as to whether he had coronary disease, because 
people with auricular fibrillation, by and large, 
do not get coronary attacks anywhere near so fre- 
quently as people without it. They may develop 
auricular fibrillation following attacks. I am as- 
suming that this individual developed auricular 
fibrillation following his attack of cardiac pain. 

He had a very low blood pressure and a rela- 
tively high pulse pressure. This is consistent with 
coronary disease. We know nothing about this 
patient’s blood pressure prior to his present ill- 
ness, but on the basis of his family history it is 
fair to assume that he had hypertension before the 
onset of cardiac symptoms. 
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There is no evidence of edema and no evidence 
of an enlarged liver; this suggests that, despite the 
story of right-sided enlargement, there was no 
right-sided failure. Such evidence of failure as we 
have points to the left side, which is consistent 
with hypertensive heart disease. This man ran 
a temperature while he was in the hospital, and if 
he had had an acute coronary occlusion two weeks 
before admission, this is a little bit long for the 
temperature to persist. Nevertheless, I have no 
other explanation unless he had a lesion in the chest 
of infectious origin. Subsequent laboratory work 
which was done in the hospital, including x-rays 
and electrocardiograms, only lend support to the 
picture which we are attempting to develop. He 
had an enlarged heart. He had some moist rales 
suggesting a little fluid at the lung bases. He had 
an electrocardiogram which showed auricular 


fibrillation. 


This individual did pretty well and then died 
very suddenly five days after admission. He died 
during the night, and his death was associated 
with cyanosis. No mention is made in the record 
concerning the rapidity of death. It is assumed 
that death was extremely sudden and that no time 
element could be stated. That is perhaps impor- 
tant in trying to figure just what caused death. 
Cardiac deaths can be very sudden; deaths from 
embolus are likely to be not so sudden. General- 
ly, the shortest period of death from embolus is 
not less than ten minutes. 

In summarizing the situation, we have an indi- 
vidual who gives a pretty good story of coronary 
sclerosis, with increasing evidence of myocardial 
weakness — a story that suggests an attack of coro- 
nary occlusion roughly about three weeks before 
death; a progressively downward course since then, 
insofar as evidence of cardiac pain was concerned; 
a persistence in temperature; and then sudden 
exitus. If one assumes that he had coronary oc- 
clusion, then one can assume that his death was 
due either to mural thrombosis or to rupture of 
the ventricular wall at the site of a very large in- 
farct. I am inclined to feel that this individual 
had hypertensive heart disease with an enlarged 
heart, coronary sclerosis and coronary occlusion 
complicated by a large infarct in the heart wall, 
which ruptured at the time of death. The fact 
that cyanosis was noted does not help us one way 
or the other because you can have cyanosis asso- 
ciated either with a rupture of the ventricular wall 
or with a large pulmonary embolus. 

If this individual had auricular fibrillation prior 
to the onset of this rather sharp pain, one is en- 
titled to say something in favor of another pos- 
sible diagnosis. If you read over the record you 
will note that, in addition to the x-ray showing 
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that the heart was enlarged, there is some sug- 
gestion by x-ray that the esophagus was deviated 
somewhat to the right. Apparently no pulsation 
was felt. It is perfectly possible that an indi- 
vidual with a dissecting aneurysm might give a 
story somewhat similar to this. There was pre- 
cordial pain to begin with, terminating in an 
acute episode at the end. I do not believe that 
I can rule out the possibility of a ruptured dissect- 
ing aneurysm as the cause of death. Neverthe- 
less, on the weight of evidence, I am in favor of 
my former diagnosis. 

Dr. James A. Hatsrep: I saw the patient in 
the ward and felt that he probably had coronary 
thrombosis, but because of the high white count, 
the elevated temperature and some dulness in one 
side of his chest, I thought that he might have 
a pulmonary infarct. 


CurnicaL Dracnosets 


Arteriosclerosis, general. 

Infarction of myocardium, due to arteriosclerotic 
coronary thrombosis. 

Rupture of heart due to infarction. 


Dr. OHLeER’s DIAGNOSES 


Hypertensive heart disease. 
Coronary arteriosclerosis. 
Coronary occlusion with ruptured ventricular in- 
farct. 
Anatomic D1AGNosEs 


Cardiac infarction, old, due to arteriosclerosis and 
thrombosis of the anterior descending branch 
of the left coronary artery. 

Rupture of old myocardial infarct. 

Hemopericardium. 

Mural thrombi, left ventricle. 

Hydrothorax, partial, bilateral. 

Chronic bronchitis. 


PaTHOLocicaL Discussion 


Dr. J. Beacut Hazarp: On opening the pericar- 
dium a layer of adherent fibrin was encountered 
which when disrupted revealed a pericardial cavity 
filled with blood. A thin layer of shaggy, blood- 
stained material covered much of the pericardial 
surface. The heart was enlarged, and the apex 
of the left ventricle bulged outward. At the lateral, 
inferior margin of this bulging portion was an ir- 
regular tear, 1.8 cm. in length, which communi- 
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cated with the left ventricle. The wall in this vicin- 
ity was thinned to 1 or 2 mm. in thickness, and 
the tissue on either side was white and tough. This 
white tissue, with occasional rare muscle bundles, 
formed most of the wall of the apex. The lining 
surface presented firmly adherent mural thrombi. 
The anterior descending branch of the left coro- 
Nary artery at a point 1.2 cm. from its origin was 
occluded by white and brownish-white tissue, and 
its wall was partly calcified. Histologically, sec- 
tions through the apex revealed dense connective 
tissue and occasional bundles of muscle, but no 
region of acute infarction. A zone of polymorpho- 
nuclear infiltration was present near the outer as- 
pect of the line of rupture. The fibrin on the 
epicardial surface was partly organized. The in- 
farct was old, and it does not seem possible it could 
have been the cause of the attack two weeks before 
death. This might have been associated with a be- 
ginning leak into the pericardial sac, as the layer of 
fibrin on the pericardium could be estimated at 
somewhat near that age. 

The heart was markedly enlarged, chiefly due to 
dilatation of the left ventricle. 

Dr. Outer: By an old infarct you mean it hap- 
pened when? 

Dr. Hazarp: I do not believe it could possibly 
have happened under a month. The story of the 
attack of pain and of fever is just about two weeks 
before death. The infarct is much older than that. 
As a bare second possibility, the temperature might 
be accounted for by a respiratory infection as there 
was a marked chronic bronchitis. 

Dr. Hatstep: The history was inaccurate, as I 
remember it. Is it possible that the pain might 
have occurred a month before instead of two 
weeks before death? 

Dr. RayMonp Crapp: No, this acute episode had 
occurred about two weeks previously as attested 
to by his wife. 

Dr. CHANNING FrotHincHaM: ‘This case em- 
phasizes the importance of making the diagnosis 
of coronary occlusion promptly because other di- 
agnostic procedures such as were carried out on 
this patient necessitate appreciable exertion, which 
is of course contraindicated in the early days of 
coronary occlusion. Furthermore, if coronary oc- 
clusion is suspected it would be well to postpone 
for a time diagnostic procedures for the diagnosis 
of conditions which do not need immediate treat- 
ment. 
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CASE 24041 
PRESENTATION OF CASE 


A fifty-six-year-old, white, single, Canadian-born 
female entered the hospital with a diagnosis of 
ischiorectal abscess of three weeks’ duration. 

Seven weeks before entry she had a gastro- 
intestinal upset, with fairly marked diarrhea and 
the passage of small amounts of bright-red blood 
by rectum. During the succeeding weeks she con- 
tinued to have intermittent attacks of diarrhea; 
but they slowly lessened in severity until at the 
time of entry they gave her relatively little trouble. 
Three weeks before entry she noticed superficial 
tenderness on the left side of her rectum. This 
tenderness gradually increased and became much 
more severe in the last week before entry. In 
spite of poulticing, the pain finally became unbear- 
able. She consulted her physician, who lanced an 
abscess near the rectum and sent her to this hos- 
pital. 

The past and family histories were essentially 
negative. 

Physical examination revealed a fairly well- 
developed and nourished woman lying in bed. 
The chest and abdomen were negative. The blood 
pressure was 130 systolic, 70 diastolic. Just to the 
left of the rectum was a large, bulging, fluctuant 
ischiorectal abscess. 


The temperature was 98°F., the pulse 85. The - 


respirations were 20. 

Examination of the urine was negative. 

On the day of entry the ischiorectal abscess was 
incised and drained, and an anal fistula repaired. 
The following day the temperature rose to 103°F., 
and she appeared very ill. During the next two 
days her condition improved somewhat, but on 
the fifth day she began to complain of generalized 
soreness and developed increasing distention with 
some vomiting. Examination revealed moderate 
tenderness of the abdomen, more marked in the 
left epigastric region, with hyperactive peristalsis. 
No masses could be made out. During the next 
three days these symptoms became more _pro- 
nounced, and an x-ray on the ninth hospital day 
showed marked gaseous distention of the stomach 
and dilatation of the jejunum. There was no 
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visible gas in the colon. At that time the blood 
showed a red-cell count of 3,930,000 with 70 per 
cent hemoglobin. The white-cell count was 10,600, 
77 per cent polymorphonuclears. The nonprotein 
nitrogen of the blood serum was 50 mg. per cent, 
the protein 5.6 gm. per cent, and the chlorides 
equivalent to 101 cc. of N/10 sodium chloride. An 
exploratory laparotomy was done, and a large lo- 
calized abscess was found between the ileum and 
cecum. On aspirating the pus a large perforation 
was discovered in the cecum, through which fecal 
matter oozed into the abscess cavity. A large soft 
rubber tube was sutured into the perforation and 
two cigarette drains placed down in the abscess cav- 
ity. A Witzel ileostomy was done. On the follow- 
ing day the temperature was 102°F., and the blood 
showed a white-cell count of 17,800. She was quite 
lethargic and almost in a moribund condition. 
Wangensteen suction was instituted, and during 
the next three days she seemed to improve. On 
the eleventh day, three days after the laparotomy, 
her temperature was almost normal, the white-cell 
count 10,700, with 95 per cent polymorphonuclears. 
the nonprotein nitrogen 44 mg. per cent, the pro- 
tein 4.8 gm. per cent, and the chlorides equivalent 
to 107 cc. N/10 sodium chloride. Two days later 
she was found dead in bed. An hour before death 
she had seemed to be in fairly good condition. 


DIFFERENTIAL 


Dr. Letanp S. McKirtrick: So far as I am con- 
cerned all the laboratory work can be put aside as 
of no help in arriving at a diagnosis. We have 
then a fifty-six-yearold woman who apparently 
was well until seven weeks before she came in, 
when she had an attack of bloody diarrhea which 
persisted for at least three weeks and apparently 
had not entirely subsided, because the statement 
is that it gave her relatively little trouble at the 
time of entry. Then she developed an ischiorectal 
abscess and came into the hospital. The ischiorec- 
tal abscess was drained, and instead of being better 
she became a very sick patient, with a temperature 
of 103°F. It seems to me that that probably means 
the flaring up of a pre-existing process. 

She goes on with abdominal distention and x-ray 
evidence of a dilated stomach and jejunum. Then 
she was operated upon again; an abscess was found 
between the terminal ileum and the cecum, and a 
fistulous opening was demonstrated in the cecum. 

Perhaps this would be a good time for Dr. 
Holmes to show the x-rays, so we can have all the 
cards on the table before we proceed. 


X-Ray INTERPRETATION 


Dr. Georck W. Homes: I can only point out 
what is already mentioned in the report. The 
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dilated stomach is evident, and here are the loops 
of dilated small bowel. We can be reasonably cer- 
tain that they are small bowel. There seems to be 
an unusual amount of density in the lower part of 
the pelvis, which may be apparent only because 
the films are portable and underexposed. There 
may be some fluid present. I do not see anything 
that will give us any real help. In the text it says 
that there is no visible gas in the large bowel. I 
think that might be questioned, although it is more 
likely to be correct. 


DiFFERENTIAL DiacNosis (ConTINUED) 


Dr. McKittrick: Why do we not put the x-rays 
with the other laboratory work and say that they 
are of no help? 

Dr. Hotmes: The x-rays do show definite evi- 
dence of obstruction. 


Dr. McKirrrick: Yes, but I do not think that 
that is the cause of her trouble. I think we have 
a right to assume that she has a process involving 
the entire colon and that she has ulcerations in the 
colon one of which has gone through the rectum 
and formed an ischiorectal abscess, the other 
through the cecum resulting in the abscess found 
at operation. 

If, then, we assume the presence of ulcerations 
in the cecum and rectum I believe we may feel 
fairly confident that the intervening bowel is in- 
volved in a similar though less marked process. 
If this is so, then we have to make a diagnosis of 
some form of ulcerative colitis. The two types of 
the disease that one needs to consider are so- 
called chronic idiopathic ulcerative colitis and ame- 
bic dysentery. We have no evidence pointing to 
amebic dysentery, and we have nothing to prove 
that she did not have idiopathic ulcerative colitis. 
When the abscess between the terminal ileum and 
cecum was first mentioned, of course the first 
thing that came to mind besides appendicitis was 
a regional ileitis of some type, but I do not believe 
we have any reason for more than mentioning such 
a process. 

I feel quite stupid about the whole thing, but 
either the diagnosis is easy or I am entirely wrong. 
I believe she had idiopathic ulcerative colitis with 
perforation of the cecum and erosion through the 
rectum. If that is the diagnosis, why did she die? 
I think she was probably sicker than the final note 
would lead one to suspect. The note says: “An 
hour before death she had seemed to be in fairly 
good condition.” The most common cause of 
finding a patient of her age dead in bed after op- 
eration is pulmonary embolism, and I suspect that 
she may have had it; it is quite possible, however, 
that she did not. She had a localized peritonitis, 
and that may have become generalized. I shall 
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only say that she died of ulcerative colitis with 
perforation. 


CurnicaL Discussion 


Dr. Ricnarp H. Sweet: There are one or two 
clinical aspects of this case that are not in the 
record but are of interest. I think Dr. McKittrick 
is to be complimented on making the correct diag- 
nosis. I did not think it was so easy when I first 
saw her with the ischiorectal abscess. She did not 
have constant diarrhea, but she had had two 
months of intermittent attacks. On opening the 
ischiorectal abscess there was a sizable ulcer in the 
rectum, not an ordinary fistulous opening. It is 
so unusual to find the internal opening that I was 
surprised to find an ulcer there. She was abnor- 
mally sick after draining the abscess. About three 
or four days later she commenced to have massive 
hemorrhages, which are not mentioned in the rec- 
ord. She bled profusely from the rectum and for 
a period of about a week had intense lower ab- 
dominal pain, in the meantime becoming grad- 
ually very distended; I was puzzled because I did 
not think she had obstruction of the large intes- 
tine. I thought the abdominal film demonstrated 
quite conclusively that she had small-bowel ob- 
struction and dilatation. Dr. Allen saw her with 
me that night, and I operated on her with a pre- 
operative diagnosis of obstruction of the small in- 
testine, the cause of which was unknown. She 
was a little tender in the right lower quadrant. 1 
made my incision where one would ordinarily 
for an ileostomy and came down right over an 
abscess. The thing that made the diagnosis difh- 
cult for me was that the colon was not dilated 
in spite of the fact that it was perforated. I thought 
she must have ulcerative colitis, since perforation 
had occurred. There was a definite abscess, and 
several loops of small intestine were adherent to 
it. There were dilated loops above this point and 
collapsed loops below. We drained the abscess and 
put a tube in the cecum and one in the ileum. The 
surprising thing was that she lived for three days 
after that, but she was in very poor condition be- 
fore she died. 


CuinicAL DIAGNOsEs 


Ischiorectal abscess. 
Perforated cecum. 
Peritonitis. 


Dr. McKirrrick’s Diacnosis 


Idiopathic ulcerative colitis with local and pos- 
sibly general peritonitis. 


ANATOMIC DIAGNOSES 


Ulcerative colitis with perforation of the cecum. 
Peritonitis, acute, localized. 


; 
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Cecostomy. 

Ileostomy. 

Ischiorectal abscess with drainage incision. 

Fatty vacuolization of the liver. 

Infarcts of the right kidney, healed and recent. 

Pulmonary edema and hyperemia. 

Hydrothorax, bilateral. 

Ascites. 

Arteriosclerosis of the coronary arteries and the 
aorta. 

Operative scar: supracervical hysterectomy and 
bilateral salpingo-oophorectomy. 


PATHOLOGICAL Discussion 


Dr. Benjamin CastLeMan: The autopsy showed 
just about what Dr. McKittrick predicted. There 
was not, however, a general infection of the perito- 
neal cavity. The peritonitis was localized to the 
cecal region. On opening the cecum we found a 
number of acute ulcerations, one of which had 
perforated. There were ulcerations throughout the 
whole large bowel, but very few in the sigmoid 
and descending colon and just an occasional small 
one farther down. We were unable to find any 
perforation of the rectum. This case is unusual 
because in this disease the most severe lesions as 
a rule are in the sigmoid and rectum and grad- 
ually become smaller or not apparent in the cecum. 
Here, it was just the reverse. We were unable 
to account for her death. There was no embolus 
and no coronary thrombosis. We did not examine 
her head, but I doubt whether we would have 
been able to find anything there. 

Dr. Sweet: She was never well enough for us 
to do a proctoscopic examination. 

Dr. CasttemMan: How often do you see an 
ischiorectal abscess as the first indication of ulcera- 
tive colitis? 

Dr. McKirrrick: We get off on the wrong foot 
in these cases because when we see someone with 
an abscess, that stops the investigation. They are 
common, and we do not think too much about 


them. Anyone who has bloody diarrhea for three 


or four weeks has something the matter with him. 
I have been on service enough to know that when 
someone with a common disease like ischiorectal 
abscess is presented to you, the past history of 
bloody diarrhea is apt to be minimized and put 
in the background with the result that nothing 
is said about it and not much attention is given 
to it. I think it is fair to say that some type of 
ulceration through the rectum into the vagina or 
into the ischiorectal area is not uncommon in the 
course of the more acute cases of ulcerative colitis. 

The hemorrhage which Dr. Sweet speaks about 
interests me because one gets such massive hem- 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


185 


orrhages in patients who have large deeply pene- 
trating ulcers overlying the mesenteric border. In 
what little experience I have had with this most 
extraordinary disease, the cases with massive hem- 
orrhage are very apt to be fatal. | 


CASE 24042 


PRESENTATION OF CAsE 


First Admission. A_ sixty-three-year-old Irish 
club steward entered the hospital with the com- 
plaint of hematuria of four years’ duration. 

Four years before entry he began having hem- 
aturia, which occurred about once every three 
months and lasted about a day. Two and a half 
years before entry cystoscopy revealed a large ses- 
sile growth and four small papillomatous growths 
at the base of the bladder, all of which were deeply 
cauterized by diathermy. At intervals up to the 
time of entry diathermy cauterization was repeated 
for recurrent growths. During the three months 
before entry he was essentially symptom-free ex- 
cept for increase in his nocturia to three times a 
night and occasional sharp, fleeting pain on urina- 
tion. During the week before entry this pain in- 
creased in severity. He never had any retention, 
incontinence or difficulty in starting the stream. 

His past and family histories were essentially 
negative. He had had no significant weight loss 
in the five years before entry. 

Physical examination revealed a rather emaciated 
man in no apparent discomfort. The teeth were 
carious. There was an empyema scar on the lower 
right chest posteriorly, but the lungs were essen- 
tially negative except for slight dulness at the right 
base. The blood pressure was 160 systolic, 90 dias- 
tolic. Rectal examination was negative. 

The temperature was 98.6°F., the pulse 62. The 
respirations were 20. 

The urine had a specific gravity of 1.020 and con- 
tained the slightest possible trace of albumin. A 
phenolsulfonephthalein test of renal function gave 
40 per cent excretion in an hour and a total of 50 
per cent in two hours. The nonprotein nitrogen 
of the blood serum was 35 mg. per cent. 

Cystoscopy revealed a papillary growth on the 
left side of the bladder involving the orifice and 
extending from 12 o’clock to about 5 o’clock. On 
the fourth hospital day a suprapubic cystotomy 
was done and the growth thoroughly treated with 
diathermy. He was discharged on the sixteenth 
hospital day. 


Second Admission (two years later). Repeated 
cystoscopic examinations during the next year were 
negative, and up to three weeks before re-entry he 
was entirely symptom-free, with nocturia only once 
a night. At this time he again had hematuria 
which occurred twice a week until entry. 
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Physical examination was essentially negative ex- 
cept for slight enlargement of the prostate. 

The temperature was 98.6°F., the pulse 80. The 
respirations were 20. 

The urine showed a specific gravity of 1.024 and 
contained a slight trace of albumin with rare white 
blood cells in the sediment. A phenolsulfonephtha- 
lein test of renal function showed 70 per cent ex- 
cretion in two hours. The nonprotein nitrogen 
of the blood serum was 32 mg. per cent, and a 
blood Hinton was negative. 

X-rays of the abdomen were essentially negative. 

Cystoscopy revealed a small, white, solid looking 
tumor about the size of a pea on the posterior upper 
right wall of the bladder, which was cauterized. 
Bilateral vasectomy was also done. He was dis- 
charged on the nineteenth day. 

Third Admission (seven years later). He was 
seen at intervals in the Out Patient Department 
without evidence of recurrence until a month be- 
fore entry, when he again had hematuria. His 
general health had been good except for slight 
dyspnea on exertion. 

Physical examination showed marked peripheral 
arteriosclerosis, with a loud apical systolic heart 
murmur and a blood pressure of 200 systolic, 100 
diastolic. 

The temperature was 98°F., the pulse 55. The 
respirations were 20. 

The urine showed a large trace of albumin and 
contained many red blood cells. The blood showed 
a red-cell count of 4,969,000 with a hemoglobin of 
80 per cent, and a white-cell count of 11,500. The 
nonprotein nitrogen of the blood was 39 mg. per 
cent. 

Cystoscopy revealed a good-sized, translucent, 
papillary growth just inside the bladder outlet on 
the left at 5 o'clock. The growth was thoroughly 
coagulated, and a few strips of tissue were removed 
from the median bar of the prostate, which on 
pathological examination showed fibrosis and 
chronic inflammation. He was discharged on the 
tenth day. 


Final Admission (eight months later). Four 
months after discharge, while exerting himself 
strenuously, he suddenly coughed up two mouth- 
fuls of bright-red blood. This incident was un- 
accompanied by other symptoms. Cystoscopy was 
done shortly afterward and showed no evidence of 
recurrence. About a month later, three months 
before re-entry, he began to notice slight swelling 
of his ankles, which disappeared at night. Two 
months before entry he discovered that he had 
gained a few pounds in weight and that the swell- 
ing of his ankles was more pronounced and failed 
to regress at night. He also noticed that his abdo- 
men was becoming more protuberant, and he 
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began to lose his appetite. Two weeks before entry 
he entered an outside hospital, where a barium 
enema was reported to be negative. By that time 
the swelling of his legs had reached to his knees, and 
the distention of his abdomen was very uncomfort- 
able. The drinking of fluids caused considerable 
abdominal discomfort, and his bowels, which had 
always been regular, became constipated so that he 
had to take laxatives. He had no cardiorespiratory 
symptoms, vomiting or abdominal pain. He had 
never had hematemesis, melena or jaundice, and he 
drank no alcoholic beverages. 

Physical examination revealed an emaciated man 
in some discomfort. The retinae showed moderate 
arteriovenous nicking. The heart was slightly en- 
larged to the left, and there was a soft, blowing 
systolic murmur at the apex. There was an in- 
termittent arrhythmia, and the sounds were some- 
what distant. The blood pressure was 184 sys- 
tolic, 98 diastolic. The lungs showed slight dul- 
ness at the left base with diminished breath and 
voice sounds. The abdomen was moderately dis- 
tended, and shifting dulness and a fluid wave 
could be detected. The liver dulness was thought 
to extend 2 cm. below the costal margin. The 
legs showed pitting edema up to but not including 
the knees. The rectal examination was negative 
except for moderate symmetrical enlargement of 
the prostate. 

The temperature was 98.6°F., the pulse 75. The 
respirations were 20. 

The urine examination was negative except for 
8 to 10 white cells per high-power field and rare 
red cells in the sediment. The blood showed a 
red-cell count of 3,440,000 with a hemoglobin of 
65 per cent. The white-cell count was 5300, 58 
per cent polymorphonuclears. A guaiac test on 
the stool was negative. The nonprotein nitrogen 
of the blood was 40 mg. per cent, and the vital 
capacity of the lungs was 2500 cc. An x-ray of 
the chest showed prominence of the heart in the 
region of the left ventricle and a very tortuous, 
dilated aorta with marked calcification of the 
aortic knob. The right diaphragm was slightly 
high, respiratory motions were normal, and there 
was no evidence of pulmonary metastases. An 
x-ray of the pelvis showed marked arteriosclero- 
sis of the pelvic and femoral vessels with no evi- 
dence of metastases. 

Catheterization produced only 69 cc. of residual 
urine, and cystoscopy revealed no evidence of recur- 
rence of tumor of the bladder. Before cystoscopy 
he was given 4 gr. morphine sulfate and 1/150 
gr. scopolamine subcutaneously. When he re- 
turned to the ward he was extremely stuporous, 
with a respiratory rate of 6. He was given caffeine 
subcutaneously and coramine intravenously with- 
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out visible improvement. Finally he was given a 
large dose of caffeine sodiobenzoate intravenously, 
which produced rapid and dramatic recovery. The 
following day his respiratory rate was 12. On that 
day he vomited coffee-grounds material which gave 
a 2+ guaiac test. 


On the seventh hospital day an abdominal para- 
centesis yielded 3000 cc. of clear, light yellow fluid. 
The fluid had a specific gravity of 1.009, con- 
tained 1.1 gm. per cent protein and 9000 red cells 
and 200 white cells per cu. mm. No tumor cells 
were found. On that day the guaiac test on the 
stool was 3+. On the following day an electro- 
cardiogram showed slight left axis deviation, low 
Ti, Te and Ts, flat Ts and slurred Ri, Re and 
Rs. A Takata-Ara test was positive. In spite of 
digitalization and injections of salyrgan, he con- 
tinued to accumulate fluid, and on the tenth day 
3000 cc. was again removed from the abdomen. 
At that time it was noticed that his skin was 
slightly icteric, and the van den Bergh was 4.05 
mg. per cent, direct. The nonprotein nitrogen of 
the blood was 47 mg. per cent. The icterus grad- 
ually became more pronounced; he became pro- 
gressively weaker and gradually went into a semi- 
stuporous condition. On the seventeenth day he 
had intermittent spasms of abdominal pain and 
shortly afterward vomited about 90 cc. of bright- 
red blood. A few hours later he passed some blood 
by rectum. The following day he died. At no 
time was the jaundice very marked. 


DIFFERENTIAL 


Dr. Joun H. Tarsotrt: This is the story of a sixty- 
three-old Irish club steward who was seen in the 
clinic and admitted to the hospital on several oc- 
casions for hematuria, presumably caused by a blad- 
der tumor. Most bladder tumors are benign, but 
they must be watched with great care lest they be- 
come malignant. The description of one of the 
tumors, as given in the history at the first admis- 
sion, suggests cancer. Since most tumors which 
become carcinomatous show evidence of this by 
becoming invasive at the base, it is worth noting 
that at a previous cystoscopy a large sessile growth 
was seen. 

The history states that four months before his 
figal admission the patient coughed up two mouth- 
fuls of bright-red blood. If this statement were 
true, the most likely explanation of such a hemop- 
tysis, in the absence of any severe cardiac symp- 
toms, would be pulmonary tuberculosis or a pul- 
monary tumor. In view of the rest of the story, 
however, I do not believe that the patient coughed 
up the blood, but rather that he vomited it and that 
it came from the stomach or the esophagus. The 
statement that the patient never drank any al- 
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cohol must be accepted with reservations; he was 
a club steward and at least had the opportunity to 
take alcohol if he desired it. 


The patient had dyspnea on exertion, which sug- 
gests a poorly functioning heart and vascular sys- 
tem, and on physical examination there was an 
elevation of the blood pressure with marked periph- 
eral arteriosclerosis. With this evidence I think 
we can make a diagnosis of generalized arterio- 
sclerosis and say that he probably had some sclerosis 
of the vessels of his heart. I cannot go farther 
than this, and I do not believe that the peripheral 
edema was of cardiac origin. The important thing 
to decide is whether this man had carcinoma or 
whether he had cirrhosis of the liver. He had 
edema of the legs which extended up to the knees, 
as well as an accumulation of fluid in his abdominal 
cavity. The specific gravity of the fluid was 
1.009 with 1.1 gm. per cent protein and about 
9000 red cells per cu. mm. This is consistent 
with a transudate and quite characteristic of that 
obtained in patients with cirrhosis of the liver. The 
fact that there were some red cells should not bias 
us in favor of an exudate from carcinomatosis. 

In addition to cirrhosis of the liver and cardiac 
decompensation the other most common cause of 
peripheral edema is renal insufficiency. I do not 
believe, however, that this patient had any fulmi- 
nating renal lesion. He probably had nothing 
more than some sclerosis of the renal vessels 
which accompanied the generalized arteriosclero- 
sis. The specific gravity of the urine was high, and 
the nonprotein nitrogen of the blood was only 
slightly elevated above normal. 

I think that the accumulation of fluid came 
from liver insufficiency, and our next decision is 
whether it was a primary cirrhosis of the liver 
or a secondary involvement from a metastatic car- 
cinoma. This patient had been treated over a 
period of twelve years for a recurring tumor, but 
cystoscopy at the last admission showed no evi- 
dence of recurrence. Therefore I do not see how 
we can make a diagnosis of benign tumor of the 
bladder, eventually becoming malignant and me- 
tastasizing. At some time or other we would have 
had obvious evidence of cancer if this tumor 
had been anything but a benign growth. If this 
liver insufficiency was not caused by metastasis 
from a carcinoma elsewhere, the other likely pos- 
sibility is a primary cirrhosis. The history states 
that this patient did not consume alcoholic bever- 
ages, and if he did not have an alcoholic cirrhosis, 
it is possible that he was suffering from an idio- 
pathic cirrhosis. There is no evidence from the 
history of long-standing biliary-tract disease, and 
I think we can dismiss the question of a biliary 
cirrhosis. Rare forms, such as syphilis of the liver, 
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hemochromatosis and thrombosis of the portal vein, 
can likewise be dismissed. 


The question of cancer seems to be the specter 
in this case, and I believe we should bring up 
the question of a primary liver cancer superim- 
posed on a cirrhosis. The clinical picture is cer- 
tainly consistent with the diagnosis of cancer. The 
slight jaundice, which was never marked, is in 
favor of a primary cirrhosis of the liver. If he 
had metastatic involvement of the liver sufficient 
to give ascites his jaundice should have been much 
deeper. 


I think that the cause of death was cholemia 
and hemorrhage. The rectal bleeding is a little 
disturbing, I confess; and I have not satisfactorily 
explained it. The hematemesis which was ob- 
served terminally could be accounted for by bleed- 
ing from varices of the esophagus. The fact that 
the spleen was not felt is against the diagnosis of 
cirrhosis, but a slight enlargement of the spleen 
might have been overlooked. 

In conclusion, I believe this patient was suffering 
from generalized arteriosclerosis, idiopathic cirrho- 
sis of the liver and possibly a cancer which was 
primary neither in the bladder nor in the pros- 
tate, but possibly in the liver. 

Dr. “Tracy B. Mattory: There was one poini 
in the record which Dr. Talbott did not comment 
on. That was the very marked reaction to % gr. 
morphine sulfate. I have a recollection of giving 
morphine on one occasion to a patient with cir- 
rhosis of the liver and of having the respirations 
stay below 10 for three successive days. Some of 
the house officers tell me that they too have noted 
_ marked reactions to morphine in cases of cirrhosis, 
and I wonder if that may not be regarded as an 
additional point in favor of cirrhosis in this case. 


CurnicaL DIAGNOsES 


Arteriosclerotic and hypertensive heart disease. 
Bladder tumor with metastases to the liver and 
peritoneum? 
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Cirrhosis of the liver? 
Peritonitis? 


Dr. Tarsottr’s Diacnosts 


Idiopathic cirrhosis of the liver. 
Arteriosclerosis. 
Primary carcinoma of the liver? 


ANATOMIC DIAGNOSES 


Cirrhosis of the liver, toxic. 

Ascites. 

Duodenal ulcer, chronic. 

Icterus, slight. 

Arteriosclerotic heart disease, slight. 

Arteriosclerosis, aortic, coronary and cerebral. 

Cholecystitis, chronic. 

Cholelithiasis. 

Nephritis, chronic vascular, bilateral. 

Operative scars: empyema drainage, right chest; 
cystotomy. 


PATHOLOGICAL Discussion 


Dr. Matitory: We did find a marked atrophic 
cirrhosis. The liver weighed only 750 gm. It 
certainly could never have been felt. It was very 
granular. It did not show any fatty infiltration 
or hyaline degeneration that would enable us to 
identify it as alcoholic cirrhosis. I think we have 
to be content with saying that it was idiopathic 
or post-atrophic, which is almost the same thing. 
He had no cancer. The bladder was clean. These 
papillary tumors of the bladder histologically are 
almost always benign, but from the clinical point 
of view they usually behave as if they were car- 
cinomatous. I feel quite hopeless in trying to 
guess whether one of these tumors is going to re- 
cur. In my experience no matter how benign they 
look they almost always come back, but here with 
no evidence of recurrence after fifteen years, I 
think we can say the lesion was cured. 

The terminal event was hemorrhage which did 
not come from varices but from a large duodenal 
ulcer. 
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NATIONAL SOCIAL HYGIENE DAY 


Fesruary 2 will be observed throughout the na- 
tion as the second annual National Social Hygiene 
Day. February 3 was so observed last year. On 
the present occasion primary importance will be 
placed upon plans for furthering the national ef- 
fort to stamp out syphilis, so ably sponsored and 
initiated by Dr. Parran in his National Confer- 
ence in Washington in 1936. Since that memorable 
event, only those in position to know realize to 
what extent the public has accepted the leadership 
offered for accomplishing this end, to what de- 
gree plans are already laid for future activity, and 
what definite achievements can already be pointed 
to with pride. Soon these facts will be apparent 
to all. In Massachusetts, the State Department ot 
Public Health, the Committee on Postgraduate In- 
struction of the Massachusetts Medical Society and 
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the Massachusetts Society for Social Hygiene have 
effectively joined forces for furthering this end. 

Social hygiene work in Massachusetts is rapidly 
becoming well organized. The current activities 
are scheduled to cover a period of time both 
preceding and following February 2. On Jan- 
uary 10 there was a thirty-minute broadcast on 
“Facing the Facts in the Control of Gonorrhea 
and Syphilis”; on January 19 there was one on 
“Gonorrhea.” On January 20, at Ford Hall, Dr. 
Stanley H. Osborn, commissioner of health of Con- 
necticut, and Dr. Nels A. Nelson, of the Massachu- 
setts Department of Public Health, discussed com- 
pulsory tests for syphilis before marriage. On Feb- 
ruary 2, Dr. Nelson will speak over station WORL 
in the morning and over a national hook-up from 
station WEEI in the evening. 

The local social hygiene groups of Pittsfield, 
Holyoke, Springfield, Fitchburg and Cambridge 
are all planning meetings on National Social Hy- 
giene Day in order to increase the interest and co- 
operation of the citizens in those communities. 

The State Federation of Women's Clubs has 
taken up the control of syphilis for its health 
program. Under the able direction of Mrs. Wil- 
liam T. Hanson, chairman of the Public Health 
Division, much of the radio publicity has been ar- 
ranged, in addition to direction of activities among 
the local clubs. 

The Social Hygiene Committee of the Boston 
Health League has assumed responsibility for sev- 
eral publicity projects built around National Social 
Hygiene Day. The co-operation of the Boston 
Health Department has been assured. 

On two hundred billboards throughout Massa- 
chusetts have appeared posters bearing the legend, 
“Safeguard Baby’s Right to be Born Healthy — 
Every Expectant Mother Should Go Early to a 
Physician for an Examination and Blood Tests.” 
The outdoor-advertising companies are contribut- 
ing to this educational project to aid in the con- 
trol of congenital syphilis. 

The Committee on Postgraduate Medical Instruc- 
tion of the Massachusetts Medical Society, with 
the co-operation of the Massachusetts Department 
of Public Health, the United States Public Health 
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Service, the Federal Children’s Bureau and repre- 
sentatives of the Massachusetts Society for Social 
Hygiene are painstakingly preparing, under the di- 
rection of a member of the Department of Educa- 
tion at Harvard University, illustrated courses 
which contain all the essential facts concerning the 
diagnosis, treatment and public-health aspects of 
syphilis and gonorrhea. These will be given in va- 
rious districts throughout the State during the win- 
ter and spring and are open to all registered physi- 
cians. It is hoped that the major clinics in Massa- 
chusetts will be equipped, in the not too distant 
future, with teachers for the postgraduate instruc- 
tion in these important public-health problems. 


NATIONAL POLIOMYELITIS 
FOUNDATION 


AN announcement has come from President 
Roosevelt of the plan to form a national founda- 
tion for the purpose of unifying the fight against 
infantile paralysis, according to a report in Science. 
The new foundation will be financed through a 
nationwide solicitation of private charities, with an 
expected goal of from $7,000,000 to $10,000,000 in 
the next five years. 

The President has a particular interest in the 
battle against this crippling disease and has been 
president of the Georgia Warm Springs Founda- 
tion since it was first organized over ten years 
ago. In his own words, the time has now arrived 
when the whole attack on this plague should be 
led and directed, though not controiled, by one 
national body. This foundation will make every 
effort to ensure that every responsible research 
agency in this country is adequately financed to 
carry on investigations into the cause of infantile 
paralysis and the methods by which it may be 
prevented. 

We may hope that the launching of this new 
great health foundation will indeed furnish a land- 
mark in the constant struggle of science to control 
disease. Some of the most devastating of the 
scourges of mankind have been conquered by the 
toil of silent workers, sometimes with little as- 
sistance, sometimes with the aid of great founda- 
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tions. This particular disease — probably the first 
to become the focal point of an entire organiza- 
tion such as this will be — makes up in dramatic 
interest and emotional appeal what it lacks in 
actual epidemiologic importance. 

The suddenness with which infantile paralysis 
strikes, reaching out to waste the limbs of those 
who have hardly yet had time to use them, makes 
it a disease more dread than rheumatic fever, which 
cripples so many more, or than pneumonia, which 
exacts a much higher toll of lives. 

The country and the world will wish all success 
to the National Foundation for Infantile Paralysis, 
hoping that through its efforts better treatment 
for this disease will result, and more devoutly to 
be wished for, some means of real control such as 
have been given us for smallpox and diphtheria. 


PAPERS FROM THE 
FAULKNER HOSPITAL 


In this issue of the Journal is the first of a series 
of papers submitted by the staff members of the 
Faulkner Hospital. Through an arrangement with 
the Board of Trustees of the hospital the Journal 
will publish a group of these papers quarterly, and 
each group will be reprinted in pamphlet form 
with a special cover. Physicians desiring to obtain 
copies are requested to write to Dr. James A. 
Halsted, Faulkner Hospital, 1153 Centre Street, 
Jamaica Plain. 


OBITUARY 


CHARLES MORTON SMITH 
1867-1937 


The sudden death of Dr. Charles Morton Smith 
on January 8 following an illness of only twenty- 
four hours, came as a shock to his many friends 
both in and outside the profession. Although pre- 
viously he had experienced warnings of impending 
disease, yet he refused to spare himself, carried on 
his customary routine of practice, and preferred not 
to let it be known that he suffered any ailment. 

Dr. Smith was born in Dublin, New Hampshire, 
and after adequate preparation in the public 
schools, entered the Harvard Medical School, from 
which he was graduated, cum laude, in 1894. He 


' 
| 


Vol. 218 No. 4 
served as surgical intern at the Boston City Hos- 
pital, following which he started as a general prac- 
titioner in Boston. He very soon took up derma- 
tology and became an assistant to the late Dr. Ab- 
ner Post. He then gave up general practice and 
devoted himself exclusively to the practice of der- 
matology and syphilis. 


He served at one time on the dermatological 
staffs of the Boston City Hospital and the Boston 
Dispensary. It was his early ambition to gain a 
thorough knowledge of syphilis and to become 
known as a specialist in that disease, and certainly 
that ambition was realized when in later years, 
together with Dr. Post, he organized the Depart- 
ment of Syphilis at the Massachusetts General Hos- 
pital and was appointed clinical professor of syph- 
ilology at the Harvard Medical School. His teach- 
ing and practice helped to stimulate the modern 
conception and advance in the diagnosis and man- 
agement of venereal disease. He was among the 
first to appreciate the value of the Wassermann re- 
action in the diagnosis of syphilis and the use of 
arsphenamine in treatment. 

He was a member of the national and state med- 
ical societies, and was affiliated with the American 
Dermatological Association and the New England 
Dermatological Society, as well as other smaller 
organizations. He was alert to everything that 
was progressive in medicine, especially in the field 
of dermatology. 

Dr. Smith’s personal devotion to the welfare of 
his patients was unusual. He spent much time in 
listening to the history of their ailments, and was 
equally painstaking in their subsequent care and 
treatment. He had a genial and kindly disposi- 
tion so that he at once won their confidence and 
co-operation. He was most efficient in every way, 
and as a result, many of his patients became his 
grateful and lifelong friends. 

One of his diversions was the care of a garden 
at his summer home in North Scituate, in which 
he did most of the work himself, even after he 
had been given warnings of failing health. Flowers 
and vegetables from this garden were generously 
distributed among his more intimate friends. He 
was a member of the Hatherly Country Club, and 
at one time attained considerable proficiency in 
golf. 

He had an ear for good music, and a taste for 
everything that was artistic. Because of his keen 
sense of humor, he thoroughly appreciated a good 
story or a good joke. He was a most agreeable 
companion and a gracious host. Kindness, fair- 
ness, and good judgment were apparent in all his 
activities. Whatever he undertook to do was car- 
ried through in a thorough manner. 

J. L. A. 
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Cast History No. 56. PREMATURE SEPARATION OF 
PLAcENTA AT SEVEN AND A Hate Montus 


Mrs. D., aged thirty-nine, seven and a_ half 
months pregnant, was seen in consultation on Feb- 
ruary 13, 1928. About two hours before admission 
to the hospital the patient was seized with a sud- 
den, sharp pain in the abdomen, followed by a 
gush of blood from the vagina. The severe pain 
was succeeded by a “dull ache and tense feeling” in 
the abdomen and lower back. Moderate flowing, 
with faintness and dizziness, continued, but there 
was no loss of consciousness. She was then trans- 
ferred to the hospital. 

The family history and the patient’s past his- 
tory were negative. There is no record of cata- 
menial history as the patient was seen in consulta- 
tion with a doctor who is now deceased. She had 
had four full-term deliveries, the first a forceps 
delivery and the others normal. The children were 
all living and well, and there had been no miscar- 
riages. In 1926, a colpoperineorrhaphy, appendec- 
tomy and uterine suspension were performed. 

This pregnancy was uneventful until January 1 
when a moderate albuminuria and slight rise of 
blood pressure were noted. The usual treatment 
was instituted: rest and restriction of proteins and 
salt, with saline catharsis. Observation during 
this period disclosed no increase of albumin, and 
the blood pressure persisted between 140 systolic, 
40 diastolic and 150 systolic, 100 diastolic. 

The patient was a well-developed and nourished 
woman, who was conscious and rational but very 
anxious and apprehensive. There was marked pal- 
lor of the skin and mucous membranes. The heart 
showed no enlargement; there were no murmurs. 
The blood pressure was 146 systolic, 96 diastolic. 
The lungs were clear and resonant; there were no 
rales; and the respirations were 28 per minute. 
Her temperature was 97.8°F., and the pulse 126. 
The abdomen was distended by a pregnant uterus 
rising to four fingers below the ensiform. There 
was extreme tenderness over the entire uterus, with 
that tense, ligneous quality of the uterine wall 
which is observed in many cases of severe acci- 
dental hemorrhage. The fetal heart was heard in 
the right lower quadrant, faint and irregular; the 

series of selected case histories by members of the section will be 
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rate ranged from 108 to 134 beats per minute. There 
was a moderate but continuous flow of blood. 

Rectal examination showed that the cervix was 
one-finger dilated and was partly effaced with the 
vertex presenting and high. By pressure on the 
fundus, the head could be forced firmly against the 
cervix and no placental tissue could be felt. There 
was slight edema of the ankles. 

Urinalysis showed a specific gravity of 1.018; 
there was no sugar, and a trace of albumin. The 
sediment containing few red cells and no casts. A 
blood examination showed a red-cell count of 
3,690,000, a white-cell count of 8400 and a hemo- 
globin of 55 per cent. 


Conservative care was considered and rejected. 
The symptoms were so severe that a sanguineous 
infiltration of the myometrium was_ suspected. 
This might prevent postpartum contraction and 
result in fatal hemorrhage after delivery. 

A low cervical cesarian section and supravaginal 
hysterectomy were then performed under nitrous 
oxide and oxygen anesthesia with a small amount 
of ether. About a liter of serosanguineous fluid was 
found free in the peritoneal cavity. The uterus 
was dark purple with many ecchymotic areas mot- 
tling its surface. The operative area was walled 
off, the vesicouterine fold of the peritoneum incised 
transversely and the bladder stripped off the lower 
uterine segment. The latter was then incised 
longitudinally and a small, living baby extracted. 
The placenta was detached over two thirds of its 
surface. The uterine wall at the line of incision, 
in spite of its location, was twice as thick as usual 
and so spongy and friable that the sutures would 
not hold. Frothy blood oozed freely from the cut 
edges. This condition, with the fact that the boggy, 
hemorrhagic uterus would not contract, made hys- 
terectomy imperative. The uterus was quickly re- 


‘moved in the usual manner. ‘Almost the entire 


cervix was exposed before firm tissue, which could 
be sutured, was reached. The cervical stump was 
suspended and peritonealized and the abdomen 


~ closed in layers without drainage. Glucose and 


— 


saline solutions were administered intravenously 
and per rectum. 

The pathologist’s report was as follows: The 
uterus was 12 cm. long, 10 cm. laterally, 5.5 cm. 
anteroposteriorly; the organ was deep red. An 
incision 7 cm. long was present in the midline of 
the lower portion of the anterior wall. The sur- 
face of the uterus showed diffuse subperitoneal 
hemorrhage. On opening, the canal was 9.5 cm. 


‘long and dilated; the anterior surface of the right 
* side was covered by a thick layer of recent clot. 


Microscopic examination showed the muscle fibers 


_ separated and the lymphatics distended and empty. 
The veins were dilated; some were filled with 


blood. About many of these distended vessels 
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the surrounding tissues were filled with blood; 
this was notably so in subperitoneal regions. Many 
of the smaller veins contained numerous poly- 
morphonuclear leukocytes. The muscle fibers 
were hypertrophied; some were swollen, almost 
hyaline in appearance and showed no nuclei. 

The patient made a good recovery. The blood 
pressure and urine were normal after the fifth 
day, and she was discharged fifteen days after oper- 
ation. At birth the baby weighed 3 lb. 11 oz. 
and was gaining when discharged. When seen 
six weeks later the mother was in excellent health. 
The cervical stump was high, and the pelvis clear. 


Comment. A diagnosis of premature separation 
of the placenta is made by some external bleeding, 
the tightness of the uterus, the absence of the fetal 
heart (if the placenta is entirely separated), and the 
condition of the patient from hemorrhage entirely 
out of proportion to the amount of blood lost ex- 
ternally. It is in the case of the partially separated 
placenta, when the baby is known to be alive, that 
differential diagnosis is often difficult. In such 
cases, a vaginal examination ruling out placenta 
previa of any type is the method of arriving at a 
correct diagnosis. If a placenta is felt, the patient 
has a placenta previa; if no placenta is felt, the 
patient has a separated placenta. The treatment of 
cases such as this one usually depends upon whether 
the patient is in labor. If, on examination, one 
finds the cervix taken up and partially dilated, rup- 
turing the membranes and applying some sort of 
fundal pressure is the conservative operation. At 
seven and a half months one must realize that 
the safest procedure for the baby is cesarian section, 
but one must also appreciate that a seven and a half 
months’ baby, even if born alive, has a definite 
chance of dying from prematurity. If the patient 
is not in labor, and the baby viable, cesarian sec- 
tion is the operation of choice; and if, as in this 
case, the operator feels that the uterus is one that 
may demand removal, the abdominal route is the 
only way to treat the condition. In all severe bleed- 
ing cases, let it be remembered that transfusion is 
often necessary and that a donor should be on 
hand in every case. 


COMMITTEE ON STATE 
AND NATIONAL LEGISLATION 


As of January 10, the committee reports on the 
following bills: 

CLASS ONE 
Bills introduced for the soctety. 

1. An Act regulating the sale of aminosulfamido- 
benzene and dinitrophenol. 

Be it enacted by the Senate and House of Representa- 
tives in General Court assembled, and by the authority of 
the same, as follows: 

Section 1. Chapter two hundred and seventy of the 


‘ 
‘ 
i 
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General Laws, as appearing in the Tercentenary Edition, 
is hereby amended by inserting after section two A the 
following new section: 

Section 2B. Whoever sells ami lfamido-l or 
any chemical combination, compound or derivative there- 
of, or dinitrophenol or any chemical combination, com- 
pound or derivative thereof, without the written prescrip- 
tion of a physician shall be punished by a fine of not 
more than fifty dollars. This section shall not apply to 
sales made by wholesale dealers or manufacturing chem- 
ists to retail dealers, or to sales of the above articles for 
non-medicinal purposes. 


Comment. This bill has not yet received a number. 
Conferences have been held with the legislative commit- 
tees of the Retail Druggist’s Association, the Massachusetts 
Central Health Council, the Boston Health League, and 
the State Department of Public Health. They will all 
support this bill. 

* 

2. An Act requiring the clerk or registrar of each city 
or town to give to each person, who files notice of inten- 
tion of marriage, suitable information concerning gonor- 
rhea and syphilis. 


Be it enacted by the Senate and House of Representa- 
tives in General Court assembled, and by the authority of 
the same, as follows: 


Section 1. Chapter two hundred and seven of the Gen- 
eral Laws, as appearing in the Tercentenary Edition, is 
hereby amended by inserting after section twenty the fol- 
lowing new section: 

Section 20A. The clerk or registrar who administers the 
oath, as provided in the foregoing section, shall hand to 
each person to whom said oath is administered such lit- 
erature, concerning gonorrhea and syphilis and the im- 
portance of premarital examination, as may be furnished 
for that purpose by the State Department of Public Health. 

Section 2. Chapter two hundred and seven of the Gen- 
eral Laws, as appearing in the Tercentenary Edition, is 
hereby further amended by inserting after section fifty-two 
the following new section: 

Section 52A. Whoever violates any provision of section 
twenty A shall be punished by a fine of not more than one 
hundred dollars. 


Comment. This bill is introduced following a confer- 
ence with leading specialists. It is likely that one or more 
bills requiring compulsory examination for syphilis will be 
introduced this year. It is believed by excellent authority 
that such acts would probably produce much less in the 
way of important good results than their proponents ex- 
pect. If an obviously unworkable bill is introduced it 
might easily put the profession in a false position it it 
tried to oppose it or even if it ignored it. It is quite pos- 
sible that a noncompulsory bill such as this would accom- 
plish as much good as a compulsory bill. The State De- 
partment of Public Health will support us in this bill and 
will oppose any compulsory bill that it has seen as yet. 


CLASS TWO 


Bills introduced by others, but recommended to the Coun- 
cil for support. 

1. House Bill No. 39. Aw Act relative to the meaning 
of the terms “rendering medical service,” “practice of 
medicine” and “holding one’s self out as a practitioner of 
medicine.” 

Be it enacted by the Senate and House of Representa- 
tives in General Court assembled, and by the authority of 
the same, as follows: 
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Chapter one hundred and twelve of the General Laws, 
as appearing in the Tercentenary Edition thereof, is here- 
by amended by inserting after section five the two follow- 
ing new sections: 

Section 5A. For the purposes of sections two to twelve 
A, inclusive, “rendering medical service” shall constitute 
the practice of medicine and shall include any treatment of 
one person by another, by the use or disuse of any means, 
for the purpose of diagnosing, preventing, relieving or 
curing any deviation from normal condition of mind or 
body, or for the purpose of preventing, diagnosing or in- 
terfering with pregnancy. 

Section 5B. For the purposes of sections two to twelve 
A, inclusive, a person shall be regarded as holding him- 
self out as a practitioner of medicine if he announces to_ 
any other person or to the public, a desire, willingness 
or readiness to practice medicine either directly by his own 
acts or indirectly through the acts of a servant or agent; 
or if he opens an office for the practice of medicine; or if | 
he appends to his name M.D., M.B., Dr., Doctor, Physician, 
Surgeon, Healer, Specialist, or any other title word or let- 
ter tending to suggest or designate him as a practitioner 
of medicine in any of its branches. 


Comment. The Board of Registration in Medicine feels 
that this definition will make the conviction of illegal 
practitioners more certain when they are brought into — 
court, 

2. House Bill No. 40. An Act to exempt dentists, op- 
tometrists and chiropodists (podiatrists) in certain cases 
from the penalties provided for the unlawful practice of 
medicine. | 


Be it enacted by the Senate and House of Representa- . 
tives in General Court assembled, and by the — of — 
the same, as follows: 


Chapter one hundred and twelve of the General kann 
as appearing in the Tercentenary Edition thereof, is hereby 
amended by adding in line nineteen of section. seven, the. — 
following sentence: They. shall not apply to dentists, op- - 
tometrists or chiropodists (podiatrists) when duly regis- + ' 
tered by their respective boards of registration and prac-": 
ticing as authorized by their certificates of registration, — 
so as to read as follows: 

Section 7. Sections two to six, inclusive, and section 
eight shall not be held to discriminate against any par- ©: 
ticular school or system of medicine, to prohibit medical or 
surgical service in a case of emergency, or to prohibit the | 
domestic administration of family remedies. They shall; 
not apply to a commissioned medical officer of the United _ 


States army, navy or marine hospital service in the per- _ 


formance of his official duty; to an interne or medical. 

officer registered as provided in section nine, while en- 
gaged in the practice of medicine as authorized by said 
section; to an assistant in medicine registered as provided — 


in section nine A, while engaged in the practice of medi- 


cine as authorized by said section; to a physician or sur- 
geon resident in another state who is a legal practitioner 
therein, when in actual consultation with a legal prac- | 
titioner of this commonwealth; to a physician authorized 
to practice medicine in another state, when he is called 
as the family physician to attend a person temporarily 
abiding in this commonwealth; nor to registered phar- | 
macists in prescribing gratuitously, clairvoyants or persons 
practicing hypnotism, magnetic healing, mind cure, mas- 
sage, Christian Science or cosmopathic method of healing, 
if they do not violate any provision of the preceding sec- 
tion. They shall not apply to dentists, optometrists or 
chiropodists (podiatrists) when duly registered by their 
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respective boards of registration and practicing as author- 
ized by their certificates of registration. 


Comment. This amendment would prevent the possible 
prosecution of dentists, optometrists and chiropodists for 
practicing medicine so long as they stay in their own fields. 

* 

3. House Bill No. 42. An Act relative to the revocation 
or suspension of certificates of registration to practice medi- 
cine and to the cancellation of such registration. 


Be it enacted by the Senate and House of Representa- 
tives in General Court assembled, and by the authority of 
the same, as follows: 


Section two of chapter one hundred and twelve of the 
General Laws, as most recently amended by sections one 
and two of chapter two hundred and forty-seven of the 
acts of nineteen hundred and thirty-six, is hereby further 
amended by striking out the fourth and fifth sentences, as 
appearing in the Tercentenary Edition, and inserting in 
place thereof the following: 

The board after hearing, may revoke any certificate 
issued by it and cancel the registration of any physician 
convicted of a felony, and may subsequently but not earlier 
than one year thereafter, reissue any certificate so revoked, 
and register anew any physician whose registration was 
so cancelled. The board after hearing, may suspend any 
certificate issued by it and cancel for a period not exceed- 
ing one year, the registration of any physician, who has 
been shown at such hearing to have been guilty of gross 
and confirmed use of alcohol in any of its forms while 
engaged in the practice of his profession, or of the use of 
narcotic drugs in any way other than for therapeutic pur- 
poses; or abuse of the authority granted in section two 
hundred and nine A of chapter ninety-four; or of pub- 
lishing or causing to be published, or of distributing or 
causing to be distributed, any literature contrary to section 
twenty-nine of chapter two hundred and seventy-two; or 
of acting as principal or assistant in the carrying on of 
the practice of medicine by an unregistered person or by 
any person convicted of the illegal practice of medicine or 
by any registered physician whose license has been re- 
voked either permanently or temporarily; or of aiding and 
abetting in any attempt to secure registration, either tor 
himself or for another, by fraud; or, in connection with 
his practice, of defrauding or attempting to defraud any 
person. 

Comment. This bill is of technical interest only. There 
is a conflict in two sentences in the present law, one of 
which allows the Board to suspend a license for a short 
period as a penalty for certain crimes, but the other of 
which does not allow the restoration of a suspended li- 
cense until the next calendar year. 

a * 

4. House Bill No. 43. Awn Act relative to the qualifica- 
tions for membership on the Board of Registration in 
Medicine. 

Be it enacted by the Senate and House of Representa- 
tives in General Court assembled, and by the authority of 
the same, as follows: 


Section ten of chapter thirteen of the General Laws, as 
amended by chapter eight of the acts of nineteen hundred 
and thirty-two, is hereby further amended by striking out, 
in lines nine to eleven, inclusive, the words “and no more 
than three members thereof shall at one time be members 
of any one chartered state medical society,’—so as to 
read as follows: . 


Section 10. There shall be a board of registration in 
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medicine, in the two following sections called the board, 
consisting of seven persons, residents of the common- 
wealth, registered as qualified physicians under section 
two of chapter one hundred and twelve, or corresponding 
provisions of earlier laws, who shall have been for ten 
years actively engaged in the practice of their profession. 
No member of said board shall belong to the faculty of 
any medical college or university. One member thereof 
shall annually in June be appointed by the governor, with 
the advice and consent of the council, for seven years from 
July first following. 


Comment. This bill removes the restriction in regard 
to medical society membership that may have been impor- 
tant when there were active homeopathic and eclectic so- 
cieties, but is only a nuisance at the present time. 


CLASS THREE 
Bill presented to the Council for action. 


House Bill No. 41. An Act to require annual licensing 
of qualified physicians, 


Be it enacted by the Senate and House of Representa- 
tives in General Court assembled, and by the authority of 
the same, as follows: 


Chapter one hundred and twelve of the General Laws, 
as appearing in the Tercentenary Edition thereof, is here- 
by amended by inserting after section four the two follow- 
ing new sections: 

Section 4A. Every person registered as a qualified phy- 
sician, who is engaged in the practice of medicine within 
the commonwealth, shall annually in December transmit 
to the board a license fee of one dollar together with a 
statement made on a blank furnished by the board at 
his request and signed by him under the penalties of 
perjury, giving his name, his registration number, the 
date of his registration, his professional address and such 
other information concerning his medical education as the 
board may require; provided that such statement may be 
so transmitted at any time prior to April first upon the 
payment of a license fee of one dollar together with a 
further fee of one dollar for each month or part thereof 
that he is in default; and provided further that every regis- 
tered qualified physician who withdraws from the practice 
of medicine within the commonwealth shall be exempt 
from transmitting such license fee or statement during the 
time of such withdrawal if he notifies the board in writing 
of such intended withdrawal. After such a withdrawal 
and prior to re-entering the practice of medicine within 
the commonwealth, every qualified registered physician 
shall transmit to the board a license fee of one dollar and 
the statement aforesaid. The board shall give to each 
qualified registered physician transmitting the fee and 
statement hereunder a certificate stating that he has com- 
plied with the provisions of this section and he shall dis- 
play such certificate continuously in a conspicuous place in 
his office during the period covered by such certificate. 
Every person registered by the board as a qualified physi- 
cian, who is engaged in the practice of medicine within 
the commonwealth, shall notify the board promptly of any 
change of his professional address, giving his new address 
in writing. Whoever, being duly registered under section 
two or corresponding sections of earlier laws, practices 
medicine or holds himself out as a practitioner of medicine 
within the commonwealth without complying with the 
requirements of this section, shall be punished by a fine of 
not less than five nor more than one hundred dollars. 


Section 4B. On the first day of March of each year the 
board shall publish a list of the qualified registered physi- 
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cians who have transmitted the fee and statement required 
by section four A during the preceding December, giving 
the name of each such physician, his registration number, 
the date of his registration, his professional address, and 
such other information as is specified in section four A, and 
shall send a copy of such list to each such physician, and to 
each town clerk, chief of police, board of health, hospital 
and registered pharmacy in the commonwealth. 


Comment. This bill was introduced by the Board of 
Registration in Medicine. There is considerable sentiment 
among some members of the committee that a proper bill 
for annual registration of physicians may be useful to the 
Board and not harmful to the profession. Also there is 
belief that annual registration may be passed some time 
whether we oppose it or not. We also believe that this 
bill is better than last year’s bill. But, we oppose the pro- 
vision for transmitting yearly to the board “such other 
information concerning his medical education as the board 
may require.” We also believe that the Board has not 
yet proved that annual registration is necessary by making 
such a survey of the problem of the unlicensed practitioner 
that the magnitude and seriousness of the problem can be 
estimated. 

In the opinion of the committee there is no guaranty that 
the money collected under the terms of this bill would be 
a to the Board for carrying out the provisions of the 

ill. 


CLASS FOUR 
Bills recommended to the Council for opposition. 


Senate Bill No. 40 (actual wording omitted). 

Comment. This is a bill to regulate the giving of trans- 
fusions. It has as its purpose the prevention of the trans- 
mission of syphilis to recipients of blood transfusions. It 
would entail reports on blood serologic tests of recipient 
and donor in the case of each transfusion, to be sent to the 
State Department of Public Health. The committee does 
not believe that this is a serious enough problem to make 
such legislation desirable. 

* * * * 


In regard to national legislation we know of no imme- 
diate matters except that on July 28, 1937, the following 
resolution was introduced into the United States Senate 
by the Honorable J. H. Lewis, of Illinois. This has not 
yet come out from the Finance Committee. 


An Act to provide medical aid for the needy and the 
stricken with illness who are unable because of poverty 
to provide treatment and hospitalization; also to establish 
all licensed medical practitioners as civil officers of the 
National Government. 

Whereas the Federal Government has recognized its so- 
cial responsibilities to its citizens by the enactment of the 
Social Security Act; and 

Whereas an extension of such responsibilities is neces- 
sary to provide adequate medical care and attention for the 
impoverished and needy to assure the full enjoyment of 
social security; therefore be it 

RESOLVED BY THE SENATE AND House oF REPRESENTATIVES 
OF THE UNitTeEp StaTEs OF AMERICA IN CoNGrESS ASSEMBLED, 
That all physicians and surgeons who practice the profes- 
sion of medicine or surgery in the United States or its Ter- 
ritories are hereby declared to be civil officers of the United 
States for the purposes of this joint resolution. 

Sec. 2. Any such physician or surgeon shall render such 
medical or surgical aid requested of him by any impov- 
erished individual who is in need of such aid, and, where 
necessary, to order the hospitalization of any such individ- 
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ual. Any hospital to which such an order is directed shall, 
insofar as its facilities permit, provide for the hespitaliza- 
tion and care of any such individual in the manner best 
adapted to accomplish his recovery. 


Sec. 3. Any physician, surgeon, or hospital rendering 
aid to impoverished individuals as provided in section 2 is 
authorized to make such charges for such aid as are reason- 
able and just. Bills for such charges shall be submitted 
to the Social Security Board, which is authorized and di- 
rected to pay them, under such rules and regulations as it 
may prescribe. 

Sec. 4. (a) It shall be unlawful for any physician, 
surgeon, or hospital official or employee to reiuse to render 
aid as provided for in this joint resolution, or to make ex- 
orbitant or excessive charges for such aid, or to make any 
charge against an individual to whom aid has been ren- 
dered in addition to the charge paid by the Social Security 
Board. 

(4) It shall be unlawful for any person fraudulently to 
represent that he is impoverished for the purpose of re- 
ceiving aid under this joint resolution. 

(c) Any person violating any of the provisions of this 
joint resolution shall be deemed guilty of a misdemeanor 
and, upon conviction thereof, shall be fined not more than 
$1,000, or imprisoned not more than three months, or both. 

Sec. 5. The Social Security Board shall have power to 
make such rules and regulations as may be necessary to 
carry out the provisions of this joint resolution. 

Sec. 6. There is hereby authorized to be appropriated 
such sums as may be necessary to carry out the provisions of 
this joint resolution. 


Comment. The committee wishes to oppose this resolu- 
tion by having the Council pass the following resolution 
which is similar to one recently passed by the Illinois State 
Medical Society: 


Wuereas, Senate Joint Resolution 188, introduced on 
July 28, 1937, in the Senate of the United States by Sena- 
tor J. Hamilton Lewis, of Illinois, proposes to federalize 
the medical profession of the nation, making every licensed 
physician and surgeon a civil officer and subject to prosecu- 
tion and penalization in the federal courts for special 
causes enumerated in the resolution; and 

Wuereas, Such action being clearly a case of class legis- 
lation is contrary to the principles of constitutional govern- 
ment; and 

Wuereas, The obligation imposed by the Joint Resolu- 
tion upon each licensed physician of rendering needed 
medical service to any and all impoverished who make 
application to him would inevitably overwhelm practition- 
ers of outstanding reputation, create the necessity of elabo- 
rate machinery to determine who would qualify as “im- 
poverished” or in lieu thereof open the way for fraudulent 
practices, political interference and tend to lower the stand- 
ards of medical practice; and 

Wuereas, The authority reposed by the Joint Resolution 
in the Social Security Board would lead almost certainly 
to fee fixing by governmental agencies and would necessi- 
tate a nation-wide accounting and investigating system that 
would add a tremendous indirect cost to the nation’s bill 
for medical care and 

Wuereas, The penalties imposed by the Joint Resolution 
on persons who violate the provisions thereof are so ex- 
orbitantly severe as to create a detrimental and inimical 
psychology in the medical profession; and 

Wuereas, The proposed plan would lend itself easily to 
political abuse and become a stepping stone to communistic 
and socialistic government; and 

Whereas, Poverty itself is the fundamental cause of most 
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of the ills which the Joint Resolution seeks to cure and pre- 
vent through the superficiality of a superimposed medical 
service; and 

Wuereas, The enforcement of local laws already on the 
statute books would provide as adequately for the sick- 
poor as modern facilities and circumstances make prac- 
ticable; and 

Wuereas, The needy now enjoy as adequate medical 
care as economic limitations and the vagaries of human 
nature would make possible under the proposed plan; 
therefore it be 

RESOLVED BY THE COUNCIL OF THE MassacHUsETTs MEDpI- 
cAL SociETY IN REGULAR SESSION ASSEMBLED, That Senate 
Joint Resolution 188 is inimical to the best public interests, 
is un-American and unworkable, would result in monu- 
mental expenses without yielding compensating benefits, 
would lead to political corruption and tyranny and ought 
to be defeated; and, be it further 

Reso.vep, That copies of these resolutions be forwarded 
to the President of the United States, to each Senator and 
Representative in Congress from Massachusetts and to the 
secretaries of the medical societies of the several states. 


CARE OF THE HAIR 


Hair is the common right of all of us, along with life, 
liberty and the pursuit of happiness. It is defined in va- 
rious ways, perhaps as “woman’s crowning glory,” perhaps 
in the highbrow manner of the dictionary as “the char- 
acteristic outgrowth of the epidermis forming the coat of 
mammals.” But in spite of various definitions, we all 
know what hair is and are interested in it, especially so 
in keeping what we have, as we grow older. I wish, 
therefore, to say something about the composition of hair, 
about some of the things which affect its growth, and 
how to keep it healthy. 

A hair is a slender solid thread of many layers of cells, 
containing a horny substance like that in the finger- and 
toenails, and in the outer layer of the skin. This thread 
starts from a small elevation at the very bottom of a tiny 
tube called the hair follicle. In the wall of each follicle 
are the openings of two or three oil glands which supply 
the hair and scalp with the amount of oil they need. 

Hair was given to us to protect us and to make us more 
attractive. Hair was undoubtedly developed as a necessity 
in protecting ancient man in his struggle for existence in 
the cold regions of prehistoric times. This was centuries 
before we began to cover ourselves with clothes. Now- 
adays, as a feature of personal beauty, especially if it is 
vanishing, hair has become one of man’s and woman’s 
most cherished possessions. But hair is still in use as a 
protection, for to many of the modern youth the owner- 
ship of a hat is a rare occasion. 

As you look at people’s hair, you cannot help being im- 
pressed with the differences in amount and by the differ- 
ences in color. So also is there considerable variation in 
texture, in the amount of oil or dryness present, in the 
amount and type of scaling, in its luster, and so forth. The 
factors which control or influence these variations are not 
definitely known. The kind of hair our parents and 
grandparents had, or the lack of it, accounts for some of 
these variations. Certain illnesses also cause changes in 
the scalp and hair, and an examination of the scalp will 
often tell the physician a great deal about the general 
health of its owner. We are finding that some of the in- 
ternal glands and the way that these glands act upon each 

A “Green Lights to Health’’ broadcast given by Dr. C. Guy Lane on 
Wednesday, January 5, and sponsored by the Public Education Committee 


y 
of the Massachusetts Medical Society and the Massachusetts Department 
of Public Health. 
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other may have much to do with the growth of hair. Im- 
proper care or neglect, or of too much sun, may produce 
changes in the hair and scalp. Differences in the scalps 
of different people and the many possible causes of trouble 
with hair make it almost impossible to lay down any gen- 
eral rules for the care of the hair. There are, however, 


- certain general points that can be applied to everybody. 


Scalps, of course, need cleansing just as much as the 
rest of the body does, but how often depends upon what 
kind of a scalp you have. Regular washing with soap is 
a necessity, the interval varying with the individual scalp 
and perhaps measured more by the amount of dirt accumu- 
lated and the amount of dryness or oiliness than by any 
other factors. The average mild soap is satisfactory to most 
skins, while for very oily scalps tincture of green soap or 
a tar or sulfur soap is somewhat better. Thorough rinsing 
and drying are not only desirable but necessary. 

Excessive dryness after the shampoo may be overcome 
by the rubbing into the hair of a small amount of oil, or 
perhaps using a mixture of alcohol and a little castor oil, 
the alcohol evaporating and leaving the oil upon the hair. 
The amount of oil to be used will depend, of course, upon 
the degree of dryness of the individual scalp. 

Combs and brushes should be cleaned at frequent in- 
tervals. Do not forget that combs and brushes are in- 
timate personal property and are not for use by other 
members of the household. In the best combs the teeth 
are smooth and wide apart, and their tips should be 
blunt. Metal combs, if well made, have an added advan- | 
tage — they can be boiled and so sterilized. 


Brushing is almost a forgotten art in these days of mod- 
ern high-speed living. But it should not be forgotten be- 
cause it aids in cleansing and provides a certain amount 
of stimulation to the scalp and to the oil glands. The 
brush should be a moderately stiff one and not used with 
sufficient pressure to irritate the skin. Rhythmical re. 


peated stroking with a brush is really another kind of 


massage of the scalp. 

Many scalps are stretched tightly over the skull, and 
there is very little slide to such a scalp when: you ‘try to 
move it. Usually in this kind of a scalp the blood supply — 
is not so good as in the persons with a loose scalp in which 
there is a thicker body of tissue between the bone and the 
skin. Such individuals need more frequent mechanical 
stimulation by brushing or massage in order to bring a’ 
better supply of blood to the scalp. _ os 

I have said that different people have different amounts 
of oil. Usually there is an excess of oil in young people. 
As the individual becomes older this excessive oil-gland 
activity becomes less, although there are numerous people 
in whom an excess of oil persists throughout life. With the 
latter, of course, more frequent shampoos are advisable, and 
possibly a somewhat stronger soap. Those persons with a 
persistent dryness of the scalp or skin can cope with their 
problem by reversing this procedure; that is, they need to 
shampoo less often, using a milder soap with possibly a 
little oil worked into the scalp from time to time. 

There are many diseases of the skin which can occur 
upon the scalp and some which involve only the hairy 
areas. It can be said of the scalp, as of any other part 
of the body, that the best preventive of disease is to main- 
tain good general health and provide the proper and 
painstaking cleanliness for the type of hair and scalp you 
happen to be blessed, or cursed, with. 


Q. You have not said anything about falling out of the 
hair. What causes it, and what can be done about it? 


= 
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A. Falling out of the hair is a matter of considerable 
concern to many of us. Under normal conditions there is 
always some replacement since new hairs grow in where 
the old ones fall out. There are many types of hair loss, 
with many causes, and very often we are unable to find 

‘the exact cause. The parents or grandparents are fre- 
quently blamed and there is no doubt of a hereditary fac- 
tor, but whether that factor lies in the scalp itself or has 
something to do with the internal glands, we are not sure. 
Disease in other parts of the body, either general or local, 
either acute or chronic, may have a very definite effect in 
producing hair loss. Local diseases of the scalp often re- 
sult in hair loss which may be permanent, and some- 
times scars are left. Curiously enough, certain diseases, 
even when severe, have practically no effect in producing 
a decrease in the amount of hair. “Dandruff” — so- 
called — in its numerous types may be the cause of a later 
loss of hair. Over-exposure to the sun and the continual 
daily wetting of the hair are considered to be responsible 
for some cases of baldness. In spite of all that is known, 
in numerous individuals with falling hair we cannot dis- 
cover why it falls, even after careful investigation. 

The variety of baldness which appears in middle age and 
beyond, which is characterized by gradual thinning of the 
hair on the top of the head and above the temples, is 
thought to occur as a result of changes in blood vessels and 
the lower layers of the skin which come as we grow older. 
The outlook in such cases is not good, particularly if your 
father or mother had the same trouble. There is no medi- 
cine you can take internally that will help, but attention to 
general health and local stimulating measures and mas- 
sage will be more effective than anything else. Man’s de- 
sire to retain this last vestige of his former glory has re- 
sulted in the invention and patenting of all sorts of hair 
restorers and other devices to prey upon this desire, but 
they have little to commend them so far as actual results 
are concerned. 


Q. After an illness accompanied by fever, is falling hair 
a serious symptom? 

A. No. Usually the hair will regrow as the person re- 
gains his strength and vitality. 

Q. I have a young friend whose hair is rapidly turning 
white. Can she safely have her hair dyed? 

A. The agents usually employed for dyeing hair may 
produce an irritation of the skin, usually about the hair 
border on the face or neck. Most individuals are not sen- 
sitive to these dyes and such persons will suffer no in- 
convenience from their use. It is always advisable to have 
the dye tried first on a small area of the skin where there 
is no hair before allowing its application. If any irritation 
of the skin develops from this test, or upon use of the dye 
on the hair, do not use it any more. 

Q. You have mentioned dandruff. Will you tell me 
what it really is? 

A. Dandruff is a term usually applied to any type of 
scaling in the scalp. It is a major problem for many peo- 
ple. Some little scaling is present in everyone. An ab- 
normal amount may consist of many dry fine scales, or 
perhaps may be present in the form of thick greasy and 
possibly adherent scales. It may be all over the head, or 
appear in a few small patches. Such scaling may be the 
result of some inflammatory condition of the oil glands of 
the scalp or may be caused by some other disease of the 
scalp or by a diseased condition in another part of the body. 
No special germ has been found in all cases as a cause, in 
spite of glowing advertisements to the contrary. Many 
germs are found in the scalp, but it is hard to tell if they 
cause trouble or appear after trouble has started. 


Q. Does the sun actually inflict damage upon_ hair? 
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A. Yes. Over-exposure to the summer sun may dry 
out the hair and in certain instances, especially in the 
blonde types, may cause the hair to fall out. A moderate 
amount of sun or of artificial ultraviolet light, however, is 
very beneficial, in my opinion. 


Q. Does the addition of egg to the shampoo help any? 

A. There may be a temporary gloss, and perhaps it 
renders the hair less dry for a while, but a small amount 
of oil is somewhat better. 


Q. Can you tell me whether the effect of a permanent 
wave is apt to be harmful to the hair? 

A. The Bureau of Standards has found that excessive 
heat lowers the breaking strength of hair. The tempera- 
ture applied in carefully administered permanent waves 
is below this critical point, and the hair should suffer no 
harm. Occasionally a burn is produced by a careless op- 
erator. Certain solutions are also used but in general they 
are not, injurious. Individuals with very fine and quite 
dry hair should not have permanent waves so often as 
other persons. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts Medi- 
cal Society in co-operation with the Massachusetts Depart- 
ment of Public Health, the United States Public Health 
Service and the Federal Children’s Bureau, have been 
arranged for the week beginning January 31: 


BRISTOL NORTH 


Thursday, February 3, at 4:00 p. m., at the Morton 
Hospital, Taunton. Subject: Complications in 
Obstetrics, Illustrated by Case Histories. Instruc- 
tor: James C. Janney. Arthur R. Crandell, Chair- 
man, 


BRISTOL souTH (New Bedford Section) 


Friday, February 4, at 4:00 p. m., at St. Luke’s Hos- 
pital, New Bedford. Subject: Early Syphilis. 
Instructor to be announced. Robert H. win 
and Howard P. Sawyer, Chairmen. 


ESSEX SOUTH 


Tuesday, February 1, at 4:00 p. m., in the Nurses’ 
Home, Salem Hospital, Salem. Subject: Rheu- 
matic Infection; Rheumatic Heart Disease. In- 
structor: Edward F. Bland. Walter G. Phippen, 
Chairman, 


MIDDLESEX EAST 


Tuesday, February 1, at 4:00 p. m., at the Melrose 
Hospital, Melrose. Subject: Bleeding in the Last 
Trimester of Pregnancy. Instructor: Robert L. 
DeNormandie. Joseph H. Fay, Chairman. 


MIDDLESEX NORTH 
Friday, February 4, at 7:00 p. m., at St. John’s Hospi- 
tal, Lowell. Subject: Recent Advances in the Di- 
agnosis and Treatment of Heart Disease. Instruc- 
tor: Burton E. Hamilton. William S. Lawler, 
Chairman. 


NORFOLK SOUTH 


Monday, January 31, at 8:30 p. m., at the Quincy City 
Hospital, Quincy. Subject: Recent Advances in 
the Diagnosis and Treatment of Heart Disease. 
Instructor: Samuel A. Levine. David L. Belding, 
Chairman, 


. 
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PLYMOUTH 
Tuesday, February 1, at 4:00 p. m., in the Rosa Field 
Nurses’ Residence, Brockton Hospital (rear of 
hospital), Brockton. Subject: Gonorrhea in the 
Male. Instructor: George C. Prather. Walter H. 
Pulsifer, Chairman. 


worcesTER (Milford Section) 

Thursday, February 3, at 8:30 p. m., in the Nurses’ 
Home of the Milford Hospital, Milford. Subject: 
Cesarean Section, Analgesia. Instructor: Joseph 
W. O'Connor. Joseph Ashkins, Chairman. 


WORCESTER NORTH 
Friday, February 4, at 4:30 p. m., at the Burbank 
Hospital, Fitchburg. Subject: Recent Advances in 
the Diagnosis and Treatment of Heart Disease. 
Instructor: William D. Reid. Edward A. Adams, 
Chairman. 


NEW HAMPSHIRE MEDICAL SOCIETY 
GREETINGS AND BEST WISHES 


May our Society grow, and increase in all that is Good; 

May our Institutions give a larger measure of Service; 

May our Efforts for the Improvement and Advancement 
of Medicine and Public Health, for the Welfare of the 
Sick in Soul, and Sick in Body, bear Fruit as never 
before; 

This is our New Year Message. 


HISTORICAL NOTES 


The New Hampshire Medical Society is the fourth oldest 
in the United States. The three older are Delaware, 
New Jersey and Massachusetts. 

* * * 


The following note appeared in the November, 1838, 
issue of the American Journal for Medical Sciences: 


At the annual meeting of the N. H. Medical Society, 
holden June last, it was voted: “that this Society 
recommend an Annual National Convention, to con- 
sist of Delegates from the various Medical Schools 
and Societies in the Union; that the first Convention 
be proposed to be holden A.D. 1840; and that the 
Secretary send a notice of this vote to the Boston 
Medical & Surgical Journal, and the American Journal 
of Medical Sciences at Philadelphia.” 


James B. 
Sec’y, N. H. Med. Society. 
Boscawen, Oct., 1838. 


Most doctors in the old days were forced to dispense 
drugs, some of which they grew in their own herb gardens. 
The available remedies were fewer in number, but this 
was made up by the amount used. Kelley lists the drugs 
most commonly used, among which are calomel, tartar 
emetic, jalap, rhubarb, gentian root, chamomile flowers, 
tartaric acid and Burgundy pitch. He quotes Carr, a 
country doctor with an average practice, as saying that 
he used one hundred pounds of Peruvian bark (cinchona) 
in a year. 

* * 


The first symphisiotomy in New Hampshire, and very 
likely the first in the United States, was done in Barnstead 
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in 1833. Prof. C. D. Meigs said the operation had never 
been done in America. Sigault in 1768 proposed the opera- 
tion, and in 1777 performed it on Mme. Souchet. The 
patient and her baby lived, though she had a permanent 
vesicovaginal fistula, fecal incontinence and difficulty of 
locomotion. Sigault, however, received a gold medal 
for his enterprise. Churchill (Am. J. M. Sc. 45:172, 1838) 
reported on the results of the operation before the Surgical 
Society of Ireland in 1838. He collected two hundred and 
forty cases from the literature, but no American case. 
However, Dr. Thomas Shannon, of Pittsfield, and Dr. 
Simon Woodward, of Barnstead, did this operation on the 
wife of Dr. Woodward (Tr. N. H. Med. Soc., 1893, p. 16). 
The division of the symphysis was so complete that the 
baby’s scalp was injured. However, both mother and child 


recovered. 
* 


“We hear that Dr. Waterhouse has received the matter 
of the cow pox from England, and that inoculation has 
succeeded in one of his children. Upwards of 30,000 per- 
sons of all ages, in England, have passed through this 
disease.” Columbian Phenix, July, 1800. 


* * * 


Dr. Nathaniel H. S-ott of Wolfeboro, fifty years a mem- 
ber of the New Hampshire Medi-al Society, was presented 
the gold medal at the June, 1937, anniversary. In Dr. 
S-ott’s practice occurred the first three cases of psittacosis, 
recognized as such, in the United States. Dr. Herman 
Vickery saw the patients in consultation, made the correct 
diagrosis, and described the cases for the Boston Medical 
and Surgical Journal. 


BOARD OF REGISTRATION IN MEDICINE 


The death of Dr. Charles Duncan left the office of 
secretary-treasurer vacant. Dr. Fred E. Clow was elected 
to the position, and Dr. Charles W. Adams generously 
consented to continue as a member of the board. Three 
formal meetings of the board, and several informal ones, 
have been held. The number of men licensed has ex- 
ceeded that of any previous year. An amendment to the 
Medical Practice Act requiring a one-year internship took 
effect on January 1. 

The following have recently been granted registration 
certificates after examination: 


Francis Appleton 
Herbert B. Henderson 
Louis Phillipe Gagnon 
Louis Theobald 
Joseph Clough 
David W. Barrow 
Edward F. Yurkanis 
Jos. Carroll McCarty 
Phillipe J. Cote 
Daniel Jos. Sabia 
Wm. Plummer Clough, Jr. 
Donald J. Flanagan 
Claire Priscilla Myron 
Alfred Lawrence Pimental 
Lloyd Leslie Wells 
Robert E. Maxwell 

No candidate was failed this year. 


The following have been licensed by reciprocity: 


New York 
Jugoslavia 
Vermont 


Celia Alma McNeeley 
Herman Burian 
Fred Ashley Almquist 
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Carl Oscar Louis Collin Massachusetts CANCER OF THE UTERUS 
big veal 188 — Too many women are being discovered at the diag- 

ee nostic and treatment centers of this state with advanced 

Abraham Teitelbaum New York h . . 
Illinois of t or uterine fundus. There are two 
James G, Bogle +t obvious remedies for this situation: 
John B. McKenna “ 1, Pelvic examination of all women above the age 
Justin F. Grant * of 35, followed by remedial surgery where there 
Duncan M. Chalmers ” are uterine growths, or lacerations, ulcerations 
Edward Lawlor “ or erosions of the cervix. This would probably 
Richard Backus Vermont reduce the incidence of cervical cancer by 50 
Gerhard Golm New York per cent. 
Madison Brown Vermont 2. Educate all women—beginning with the 
Addison Roe New York younger generation—that flowing between 
Lester Whitaker Massachusetts ; periods or after the menopause always means 
Wilhelm Perlstein Prussia (German Reich) there is a pathological cause. Educate women 
Samuel J. King Massachusetts to the idea that an increase in flowing at the 
Thomas Walker New York menopause is not normal and that there ts 


Cornelia Walker 
Lorne A. MacLean 


Canada (Quebec) 


Wm. Endicott Greer Massachusetts 
Bernard Gagnon Maine 
Violet M. Crabbe Michigan 


Ludwig Mendelson 
Antoine Dubreuil 


Prussia (German Reich) 
New York 


Irving J. Moffett Missouri 
Harlan Eugene Karr Vermont 
William A. Brady 

Walter D. Berry Massachusetts 


Wm. Elmar MacDonald 
Ludwig Hirsch-Hoffman 
Margaret Warren Barnes 


Bavaria (German Reich) 
Montana 


The following have been registered by endorsement of 
credentials (National Board of Medical Examiners): 


Leo Herbert Hadler 
Harry B. Luke 
Paul Porter Gates 


Ellsworth Morton Tracy 
Sven M. Gundersen 
Simon Stone 

Byron Lewin 

Daniel McCooey 

Harry L. Day 


STATE BOARD OF HEALTH 


Dr. Travis Burroughs, secretary of the State Board of 
Health, announces that serums for pneumonia due to 
Types I, Il, V and VII are available to physicians who 
send sputums to the State Laboratory of Hygiene at the 
State House, Concord. Other laboratories will be approved 
for typing as rapidly as technicians can be trained. Dr. 
Burroughs advises that the mails or express should not be 
used for sending sputums. Messengers can be given serum, 
when indicated, within a very short time after the sputum 
is received at the laboratory. 

* * * 


The new form of Certificates of Death and Birth have 
been sent by the State Board of Health to all physicians. 
Complete instructions for preparing the new certificates 
have been prepared, but the department will gladly aid 
individuals and hospitals in the explanation of the new 
records. 


COMMITTEE ON CONTROL OF CANCER 


The Committee recently sent to all physicians in New 
Hampshire a letter from which the following is an ab- 
stract: 


always a cause. (Unfortunately, some physi- 
cians do not recognize this truth.) 

Educate women in the knowledge that the very 
smallest tlood discharge (spotting) is a more 
serious indication than free flowing. You should 
tell all your women patients to come for ex- 
amination upon the least sign of abnormal 
bleeding. 


When symptoms are present that may indicate the pres- 
ence of cancer of the uterus, a definite diagnosis should 
be made at once by (1 ) a biopsy specimen, taken from the 
proper place and in the proper manner, from any eroston 
or growth of the cervix or (2 ) if the cervix is normal, by 
a curettage and an examination of all the curetted ma- 
terial by a competent pathologist. 

The percentage of cures in cancer of the cervix when it 
is confined to the cervix alone is high, about 80 per cent, 
and these figures can be approached if the above rules are 
followed. 


SOCIETY NEWS 


At the regular meeting of the Dover Medical Society on 
January 5 Frank Sulloway, Esq., of Concord, gave an ad- 
dress on “Medical Defense Methods in New Hampshire.” 


The Carroll County Medical Society met at the home of 
the president, Dr. Louise Paul, at Wakefield, on the eve- 
ning of December 5. Dr. Dawson Tyson, of Hanover, 
read a practical clinical paper on “Treatment of Pulmo- 
nary Suppuration.” Dr. James E. Bovaird was chosen 
president, and Dr. Charles Smith secretary-treasurer for 
the coming year. Miss Caroline Paul, technician at the 
Mary Hitchcock Hospital, acted as hostess with her sister. 
Drs. W. J. Paul Dye and Francis J. C. Dube were elected 
delegates to the New Hampshire Medical Society. 


At a meeting of the Belknap County Medical Society 
in January, Dr. Howard M. Clute, of Boston, spoke on 
“Gall-Bladder Disease.” Dr. Clute’s talk was exceedingly 
interesting and instructive, and a lively discussion followed. 


DEATH 


Dr. Mary S. Danforth, for many years a busy physician 
in Manchester aiid the first woman member of the New 
Hampshire Medical Society, which honored ‘her a short 
time ago with the gold medal for fifty years’ membership, 
recently died at her home in Manchester. Dr. Danforth, 
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who was a pioneer in medicine, had had a most successful 
career. 


PERSONALS 


Dr. John Lyle, formerly physician at Camp Belknap, 
began an internship at the Mary Hitchcock Hospital on 
January 4. 

Dr. Harold Loverud, of Manchester, has been made 
a consultant in roentgenology to the Margaret Pillsbury 
Hospital. 

Dr. Harry B. Luke, of Huntington, Long Island, has 
opened an office for the practice of general medicine at 
Wolfeboro. 

Dr. Andrew Oberlander, formerly of Reading, Mass- 
achusetts, who has been elected university physician at 
New Hampshire University, began his service on Janu- 
ary l. 

Dr. Leo H. Hadler has opened an office at Goffstown. 

Dr. R. A. Hernandez, of Laconia, is on a six weeks’ 
vacation in Cuba. 


NOTES 


The Plymouth Hospital Association is making plans 
for an entirely new modern hospital. 

The Laconia Clinic in Laconia is being formed and 
plans to begin to function in the early part of February, 
when it is expected that the new building which is being 
erected will be completed. The personnel is as follows: 
Dr. Smart (surgery); Dr. R. A. Hernandez (ear, eye, nose 
and throat); Drs. Perley, La France and Brown (medi- 
cine); Dr. Robinson (urology); and Dr. Sullivan (den- 
tistry).” 


This is our first attempt to have a New Hampshire 
news section in each of the New Hampshire issues of the 
Journal. If you approve of the idea, send us some news. 
Suggestions for improvement will be welcome. 


Careton R. Mertcatr, Secretary, 
5 South State Street, Concord. 


VERMONT STATE MEDICAL SOCIETY 
RECENT DEATH 


ALLEN — Truman ALLEN, M.D., of Brandon, Vermont, 
died at his home, December 29, after a long illness. He 
was in his fiftieth year. 

A native of Royalton, he attended the Royalton schools 
and Montpelier Seminary, and received his degree from the 
University of Vermont College of Medicine in 1912. His 
internship was served at the Mary Fletcher Hospital, fol- 
lowing which he became assistant physician at the Ver- 
mont State Hospital in Waterbury, Vermont. In 1918 he 
was made clinical instructor in psychiatry at the University 
of Vermont College of Medicine and became assistant pro- 
fessor of neurology ten years later. 

For nineteen years Dr. Allen was superintendent of the 
Brandon State School and at the time of his death was 
neurologist at the Mary Fletcher Hospital in Burlington 
and neuropsychiatrist at the Rutland City Hospital. Dr. 
Allen was a fellow of the American Medical Association 
and a member of the Vermont State Medical Society and 
the American Association on Mental Deficiency. 

His widow, a son, a daughter, a brother and a sister 
survive him. 
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MISCELLANY 


MORTALITY SUMMARY FOR 1937 


Deaths in 86 major cities during 1937 dipped slightly 
under the 1936 figures, according to preliminary reports 
recently made by Director William L. Austin, Bureau of 
the Census, Department of Commerce. The infant death 
rate in these cities was also slightly lower last year, com- 
pared with 1936. 


TOTAL DEATHS BY WEEKS IN 86 MAJOR CITIES 
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MONTH OF YEAR 


Deaths in the 86 cities in 1937 totaled 446,524 compared 
with 448,888 reported for 1936. The provisional infant 
mortality rate for the 86 cities is 47 per 1000 live births, 
compared with 50 per 1000 live births in 1936. 

Although the number of deaths reported in 1937 was 
practically the same as that reported in 1936, several dif- 
ferences in the general mortality experience may be pointed 
out. In the last week of 1936 there was a sharp increase 
in mortality, largely due, presumably, to an increase in 
deaths from pneumonia and influenza. This excess mor- 
tality continued during the first two months of 1937, the 
number of deaths each week remaining above the average 
for the preceding three years. 


Another notable feature in the 1937 mortality seasonal 
curve was a sharp increase in deaths due to the heat wave 
of last July. The heat wave at that time caused a con- 
siderable peak in the mortality curve, but there was a 
much greater effect during the excessive heat wave of 
July, 1936. | 

The 28,485 infant deaths reported for 1937 represent a 
decrease of 341, or 1.2 per cent, from the 28,826 reported 
for 1936. On the basis of estimated number of births there 
were, in 1937, 47 infant deaths for each 1000 births. Al- 
though this figure is provisional, it indicates a real de- 
crease in infant mortality when compared with the com- 
parable provisional rate of 50 for 1936. — U. S. Department 
of Commerce. 


THE FOUNDATION PRIZE 


Dr. James R. Bloss, secretary of the American Associa- 
tion of Obstetricians, Gynecologists and Abdominal Sur- 
geons, has received so many inquiries concerning the rules 
governing the award of the Foundation Prize by the asso- 
ciation that they are herewith given in full: 


(1) The award which shall be known as “The 
Foundation Prize” shall consist of $500. 

(2) Eligible contestants shall include only (a) in- 
terns, residents and graduate students in obstetrics, 
gynecology or abdominal surgery and (b) physicians 
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(with an M.D. degree) who are actively practicing 
or teaching obstetrics, gynecology or abdominal sur- 
gery. 

(3) Manuscripts must be presented under a nom- 
de-plume, which shall in no way indicate the author’s 
identity, to the Secretary of the Association together 
with a sealed envelope bearing the nom-de-plume and 
containing a card showing the name and address of the 
contestant. 


(4) Manuscripts must be limited to 5000 words, 
and must be typewritten in double-spacing on one 
side of the sheet. Ample margins should be provided. 
I}lustrations should be limited to such as are required 
for a clear exposition of the thesis. 


(5) The successful thesis shall become the property 
of the Association, but this provision shall in no way 
interfere with publication of the communication in the 
journal of the author’s choice. Unsuccessful contribu- 
tions will be returned promptly to their authors. 


(6) All manuscripts entered in a given year must 
be in the hands of the Secretary (Jas. R. Bloss, M.D., 
418 Eleventh Street, Huntington, West Virginia) be- 
fore June 1. 


(7) The award will be made at the annual meet- 
ings of the Association, at which time the successful 
contestant must appear in person to present his con- 
tribution as a part of the regular scientific program, 
in conformity with the rules of the Association. The 
successful contestant must meet all expenses incident 
to this presentation. 


(8) The President of the Association shall annually 
appoint a Committee on Award, which, under its 
own regulation, shall determine the successful con- 
testant and shall inform the Secretary of his name 
and address at least two weeks before the annual 
meeting. 


CORRESPONDENCE 
TEACHING OF OBSTETRICS 


To the Editor: My “Note on the Teaching of Obstet- 
rics,” which appeared in the November 4 issue of the 
Journal, has received so much unfavorable comment that 
perhaps a word of explanation is appropriate. It is not 
worth while to give all the criticism in detail, but two 
chief points may be noted: “If the answer is easy, tell us, 
for we should like to know it”; and “It is not possible to 
give an answer that all obstetricians will agree on as the 
way they would treat such a case.” One critic claimed 
that the right answer to the question is, “Nothing.” 

It seems to me that there is a widespread misunderstand- 
ing on the question and its purpose. Of course there are 
unformulated hypotheses in the background and some of 
them are: you are a physician and you have accepted the 
responsibility of giving your patient at her confinement 
the best care you can, up until labor is completed; labor 
has progressed normally ‘until twenty minutes after the 
birth of the child; the placenta has not been delivered and 
there are no signs of separation of the placenta; give in 
detail the treatment you would employ up until the de- 
livery of the placenta is completed. 

It is a not unfair assumption that the physician does 
not leave the patient to take care of herself at the end of 
the twenty minutes, with a feeling of complete discharge 
of his responsibility, which is what the “nothing” im- 
plies. It would be a good thing for some obstetricians to 
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learn that they are not doing “nothing” for their patients 
when they refrain from operating on them. Perhaps the 
question may be criticized as not being explicit enough 
about the background, but a number of the candidates 
seemed to understand and wrote very creditable answers. 
Of these I said nothing in the note. 

The purpose of the question was, first, to set a prob- 
lem. This I think it did for nearly all, if not all, of the 
candidates. Not so, however, for the teacher of obstetrics 
whose answer is “nothing.” For him there was no problem, 
yet he wants to know the easy and correct answer. Sec- 
ondly, the question sought a solution for the problem. The 
solution may be sought along two lines — procedure or 
method, and information. The question is worded “Give 
in detail” which may fairly include: What would you 
do? How would you do it? When would you do it? 
Why would you do it? There is a “correct” answer which 


did not satisfy the examiner, yet “I would call a con- 


sultant” is practically the part of wisdom for some physi- 
cians. Perhaps this corresponds to the “nothing” to which 
reference has already been made. 

There exists in the minds of some critics a confusion 


’ between the written answer and the answer in practice. 


The written answer proceeds with comparative ease be- 
cause step after step, from the least to the greatest, is 
taken when, in the judgment of the physician, it should 
be taken. The difficulty in practice may be of compara- 
tively great magnitude in finding out exactly when some- 
thing else should be done, and just what this should be, 
that is, in making up one’s mind and reaching a just judg- 
ment as to the next step. It is conceivable that in practice 
the physician may wisely pass in a comparatively short 
time from palpation of the fundus, in order to see if there 
is a second child in the uterine cavity, to hysterectomy. 
There would be reasons for this which the written answer 
should at least suggest. 

It may be impossible to secure unanimity in the practi- 
cal answer. One physician may say, “In my opinion, now 
is the time to interfere. I don’t like her looks.” Another 
may say, “I think we ought to wait another hour.” To 
the lack of thoroughness in the replies reference has already 
been made, but there is another point which the examina- 
tion brought out to which I did not refer in the note. 
Comparatively few of the candidates exhibited any logical 
method of procedure. Yet after all, is not the teaching of 
correct method at least as valuable as the imparting of cor- 
rect information as to facts? 


STEPHEN RusHMoreE, M.D. 


520 Commonwealth Avenue, 
Bosten. 


FICTION OR PROPAGANDA? 


To the Editor: The able editorial writer in the Journal 
of the American Medical Association has already dealt with 
Doctor Cronin’s novel The Citadel, but I, nevertheless, feel 
that what appears to me to be the most important part of 
the book has been overlooked. 

I found little in the novel to commend it as such: the 
story is thin though readable; the difficulties and discour- 
agements of dispensary practice have been better and more 
poignantly described by Maygham and others; the failings 
of some members of the medical profession have been ex- 
posed thoroughly, if not charitably, by one of our writers 
of modern journalese; and many times before, appealing 
characters have literally been bumped off by motor ve- 
hicles for the purpose of adding needed tragic interest to 
the tale. 

There is, of course, a segment of the public that seems 
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never to tire of literary smirching. Furthermore, when a 
book, for one reason or another, reaches the commercial 
heights of the best-seller class, it virtually becomes a “must” 
item in every novel-reader’s agenda. And now The Cita- 
del is to appear on the motion-picture screen. 

As I read Doctor Cronin’s book my interest flagged until 
I came upon the name, Spahlinger, I wondered at the 
author’s choice of Spahlinger as his prototype of ill-treated 
geniuses and when I encountered the same name farther 
on in the text, my wonder increased. Then, when I read 
of the miraculous manner in which a nonmedical man 
salvaged a wreck of the hero’s own malpractice, I could 
see in the novel only a brief for the supposedly abused man 
of science. 

The miracle worker in the story came from the north- 
western portion of the United States. Without benefit of 
medical education he had devised a system for the treat- 
ment of respiratory infections that worked wonders where 
England’s best physicians had failed. His reward was 
persecution —a persecution which, for a time, also threat- 
ened the career of the hero. But, in true cinema fashion, 
sentiment, or sentimentality, prevailed; the hero was 
cleared of the outrageous charges, abandoned his question- 
able practices and returned to the fold to which all good 
and upright doctors belong. 

There then came to mind the great to-do over the Duke- 
Fingard method of treatment of diseases of the respiratory 
tract. Again the scene is England and the central figure is 
a nonmedical man —a chemist from the American North- 
west who, with a battery of germicides and whatnot, al- 
leges to cure his patients by a course of inhalations. The 
medical profession, despite the allegiance to the scheme of 
some members of the aristocracy and some gentlemen with 
many letters after their names, have been equally disdain- 
ful of the American chemist and his mode of therapy. 

Spahlinger, Doctor Cronin’s chemist martyr — Duke- 
Fingard! To me the parallels are too close to be taken as 
mere coincidence. 

BenjAMIN Wuite, M.D. 
646 Park Avenue, 
New York City. 


RECENT DEATHS 


PARIS — WitiaM Paris, M.D., of 139 Washington Ave- 
nue, Chelsea, died recently. He was in his thirty-eighth 


ear. 
Dr. Paris received his degree from Tufts College Medi- 

cal School in 1926. He was a fellow of the Massachusetts 

Medical Society and the American Medical Association. 


MANIX—Epwarp T. Manix, M.D., of 59 Lewis Street, 
Lynn, died January 20 after a short illness. He was in his 
fifty-third year. 

A native of Exeter, New Hampshire, he attended Exeter 
Academy and received his degree from Harvard Medical 
School in 1898. 

Dr. Manix was a fellow of the Massachusetts Medical 
Society and of the American Medical Association. He was 
a member of the Oxford Club, of Lynn, and the Tedesco 
Golf Club, of Marblehead. 

Two sisters in Exeter, New Hampshire, survive him. 


REPORTS OF MEETINGS 
MIDDLESEX SOUTH DISTRICT 
MEDICAL SOCIETY 


A meeting of the Middlesex South District Medical 
Society was held at the Cambridge Hospital on Wednes- 
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day morning, January 19. About 200 members were in 
attendance. Dr. Fred R. Jouett, president, presided. 

Dr. Frederic A. Washburn, director of the hospital, was 
introduced and made a short speech of welcome. He 
stated that the Cambridge Hospital had developed a much 
improved pathological and bacteriological laboratory, that 
it was co-operating with the Massachusetts Department 
of Public Health in its campaign against venereal diseases, 
that the hospital was a station for premature babies, and 
that pneumonia typing was being done there. He further 
stated that he hoped that the institution would become 
a truly community hospital. 

The program consisted of a clinicopathological discus- 
sion of cases, as follows: 


1. A Case of Hemophilia with Necrotizing Prostatitis and 
Terminal Septicemia. Drs. Bryant Wetherell and 
Arthur H. Crosbie. 

. A Case of Spontaneous Fracture of Femur Due to Meta- 
static Carcinoma. Dr. James W. Sever. 

. A Case of Chronic Glomerulonephritis. Dr. James H. 
Townsend. 

. A Case of Post-transfusion Anuria. 
Currier. 


2 

3 

4 Dr. Donald E. 
5. Two Cases of Arteriosclerotic Heart Disease. 
6 

7 


Drs. 
David C. Dow, Jr. and James H. Townsend. 

. A Case of Uterine Fibroids and Pregnancy. Dr. Henry 
T. Hutchins. 

. A Case of Gallstones with Death from Liver Shock. 
Drs. Hollis L. Seavey and Horace P. Stevens. 

8. A Case of Severe Anemia with Enlarged Liver and 
Spleen. Drs. Newton S. Bacon and Stephen M. 
Biddle. 

9 A sy of Bacillus-X Endocarditis. Dr. Lendon Snede- 

er. 


The pathological and postmortem findings in all cases 
were discussed by Dr. Harold E. MacMahon. 

At the termination of the meeting, Dr. Jouett announced 
that the postgraduate course in instruction will begin in 
March and will be given at the Cambridge City Hospital, 
without charge. The full program is to be announced 
at a later date in the New England Journal of Medicine. 

A buffet luncheon was served after the meeting. 


ALEXANDER A. Levi, M.D., Secretary. 


GREATER LAWRENCE 
MEDICAL ASSOCIATION 


The annual meeting of the Greater Lawrence Medical 
Association was held on Thursday evening, January 20, in 
the staff library of the Lawrence General Hospital. 

The guest speaker was Dr. Chester S. Keeier, associate 
physician, Thorndike Memorial Laboratory, Boston City 
Hospital, and associate professor of medicine, Harvard 
Medical School. His subject was “What Can Be Done for 
the Patient with Arthritis?” Dr. Keefer delivered a splen- 
did lecture on the various forms of arthritis and described 
old and new forms of treatmen‘. 

A fee table was adopted for the doctors practicing in 
Greater Lawrence, which comprises Lawrence, Andover, 
Methuen and North Andover. The fees were not raised, 
but merely brought up-to-date for the convenience of 
medical men of this community. This is the first fee table 
to be adopted in thirty years. 

A committee of three was appointed to study the matter 
of sponsoring a series of weekly medical broadcasts over a 
local station. 

Officers for the ensuing year were elected as follows: 
president, Dr. Nicandro F. DeCesare; vice-president, Dr. 
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Edward H. Ganley; secretary, Dr. J. LeRoy Wood; treas- 
urer, Dr. John T. Batal; directors, Drs. Henry F. Dear- 
born, Victor A. Reed, Harold R. Kurth, Carl H. Eidam and 
Nicholas J. Scarito. 


NOTICES 
REMOVAL 


Ricuarp H. Overuott, M.D., announces the removal of 
his office to 1101 Beacon Street, Brookline. 


JosepH D. Wuexan, M.D., announces the removal of his 
office to 482 Beacon Street, Boston. 


LAWRENCE CANCER CLINIC 


The regular Lawrence Cancer Clinic, to be held at the 
Lawrence General Hospital, 1 Garden Street, Lawrence, 
on Tuesday, February 1, at 10:00 a. m., will be a demon- 
stration and teaching clinic for physicians, with Dr. Chan- 
ning C. Simmons present as consultant. Physicians of the 
north half of Essex County are invited to accompany any 
of their patients whom they desire to have this service or 
to send them with a note. A report will be returned to 
every physician who sends a patient. The service is gratis. 
Any physician is welcome to attend the clinic. 

This clinic is endorsed by the Committee on Postgrad- 
uate Instruction of the Massachusetts Medical Society. 

Roy V. Baxetet, M.D., 

Cuarces J. Burcess, M.D., 

Joun J. McArpte, M.D., 

Harry H. Nevers, M.D., 

Tuomas V. Uniac, M.D., 

J. Forrest BurnuaM, M.D., Chairman. 


TUMOR CLINIC, BOSTON DISPENSARY 


Each Tuesday and Friday morning from ten to twelve- 
thirty there is a meeting of the Tumor Clinic of the Bos- 
ton Dispensary, a unit of the New England Medical Cen- 
ter. All kinds of tumors are seen, discussed, and when 
indicated, treated with radium and high-voltage x-ray. 

Physicians are welcome to visit this clinic and to bring 
a patient to the clinic for diagnosis. 


BOSTON CITY HOSPITAL 


A symposium on hepatic and biliary diseases will be held 
on Saturday, February 5, at 10:30 a. m. in the Thorndike 
Amphitheater. The papers to be presented are as fol- 
lows: 

1. Normal and Morbid Physiology of the Liver. Dr. Ste- 
phen J. Maddock. 

2. Pathology of Jaundice and Its Relations to Hepatic and 
Biliary Disease. Dr. G. Kenneth Mallory. 

3. Medical Aspects of Diseases of the Liver. Dr. Chester 
S. Keefer. 

4. Surgery of the Gall Bladder and Bile Ducts. Dr. Irv- 
ing J. Walker. 

Rosert M. Green, M.D., Chairman, 
ComMITTEE ON Hospitat CLINICcs. 


RADIO BROADCASTS 


The fifth group of weekly broadcasts sponsored by the 
American Medical Association and the National Broad- 
casting Company concern preventing future illness. These 
dramatized health messages are intended to furnish sup- 
plementary material for health teaching in junior and 
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senior high schools and are broadcast every Wednesday 
from 2:00 to 2:30 p. m. over the Red Network. The dates 
and subjects are as follows: 

February 2— Rheumatism and Arthritis. 
tors in the causation of arthritis and its care. 

February 9— Healthy Hearts and Arteries. Known 
ways of protecting the heart against infection and hygienic 
abuse; how to live with heart disease. 

February 16— Don’t Fear Cancer — Fight It. Known 
factors in the cause, prevention and treatment of cancer. 

February 23 — Overcoming Diabetes. Individual efforts 
plus medical aid will win against diabetes. 


Known fac- 


WACHUSETT MEDICAL IMPROVEMENT SOCIETY 


There will be a meeting of the Wachusett Medical 
Improvement Society at the Hotel Bancroft, Worcester, 
Wednesday evening, February 2, at 7:30. A dinner will be 
served at 6:30. 

Dr. J. Dellinger Barney will speak on “The Problem 
of Urinary Lithiasis.” 


Wa ter D. Biesersacn, M.D., President, 
N. S. Scarcetto, M.D., Secretary. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will be 
held in the Peter Bent Brigham Hospital amphitheater 
(Shattuck Street entrance), Tuesday, February 8, at 
8:15 p. m. 

PROGRAM 
Presentation of Cases. 
The Aging of Some Homeostatic Mechanisms. Dr. Wal- 
ter B. Cannon. 

Medical students and physicians are cordially invited to 
attend. 

MarsHa.t N. Futton, M.D., Secretary. 


CARNEY HOSPITAL 
The monthly meeting of the Outpatient Department of 
the Carney Hospital will be held on Tuesday, February 1. 
Dr. Benjamin Riseman will speak on “Membrana 
Tympani.” 
J. Macponatp, M.D., Secretary. 


GREATER BOSTON MEDICAL SOCIETY 


There will be a meeting of the Greater Boston Medical 
Society in the Beth Israel Hospital Auditorium on Tuesday, 
February 1, at 8:30 p. m. 

Dr. Charles Geschickter will speak on “Diagnosis and 
Treatment of Neoplasms of the Breast.” Discussion by 
Drs. Charles Mixter, Reuben Davidoff and Harry F. Fried- 
man. 

K. C. Rosen, M.D., President, 
D. B. Stearns, M.D., Secretary. 


FAULKNER HOSPITAL 


The usual clinicopathological conference will be held at 
the Faulkner Hospital for its staff and any other interested 
members of the medical profession on Thursday, Febru- 


y 3. 
There will be a discussion of cases by Dr. Franklin G. 
Balch, Jr., and Dr. David L. Halbersleben. 


~ 
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SOCIETY MEETINGS AND CONFERENCES 


CALENDAR oF Boston District FOR THE WEEK BEGINNING 
Monpay, January 31 


Turspay, Fesruary | 
*10 a. m.- 12:30 p. m. Tumor clinic. Boston Dispensary. 


8:30 p. m. Greater Boston Medical Society. Auditorium, Beth Israel 
Hospital, Boston. 


Wepnespay, Fesruary 2 
m. Clinicopathological conference. Children’s Hospital Amphi- 
thea’er. 
Tuurspay, Feeruary 3 


8:30-9:30 a. m. Exchange visit, surgical and orthopedic staffs of the 
Peter Bent Brigham and Children’s hospitals, held this week at 
the Children’s Hospital. 


5 p. m. Faulkner Hospital clinicopathological conference. 


Fripay, Fesruary 4 
*10 a. m.- 12:30 p. m. Tumor clinic. Boston Dispensary. 
12 m. Clinical meeting of the Children’s Medical Service, Massachu- 
setts General Hospital, Ether Dom 
Sarurpay, Fesruary 5 
*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 
10:30 a. m. Boston City Hospital, symposium on hepatic and biliary 
diseases, Thorndike amphitheater. 
Sunpay, Fesruary 6 
4 p. m. Illustrated, public, health lecture, Faulkner Hospital audi- 
torium. Practical Hints for the Expectant Mother (women only). 
Dr. D. J. Bristol, Jr. 
p. m. Free public lecture. Harvard Medical School, amphitheater 
of Building D. Colds, Influenza, and Pneumonia. Dr. Maxwell 
Finland. 
. m. Free public lecture. Beth Israel Hospital, Boston, in con- 
junction with the Women’s Auxiliary. Mental Health. Dr. Harry 
C. Solomon. 


*Open to the medical profession. 


January 27 — Massachusetts Public Health Association. 
of January 20. 

Fesruary 1 — Lawrence Cancer Clinic. Page 203. 

Fesruary 1 — Carney Hospital. Page 203. 

Fepruary 1 — Greater Boston Medical Society. Page 203. 


Fepruary 2 — Second National Social Hygiene Day. Page 49, issue of 
January 6, and page 140, issue of January 20. 


Fesruary 2 — Wachusett Medical Improvement Society. Page 203. 
Fesruary 3 — Faulkner Hospital. Clinicopathological conference. Page 
03. 


Page 140, issue 


Fesruary 5 — Boston City Hospital, symposium on hepatic and_ biliary 
diseases. Page 203. 


Fesruary 8 — Harvard Medical Society. Page 203. 

Fesruary 10—Pentucket Association of Physicians. 
95 Main Street, Haverhill, 8:30 p. m. 

Fesruary 14-—- American Board of Internal Medicine. 
of December 9. 


Fesruary 21 — Boston Medical History Club. 8:15 p. m., Boston Medical 
Library, 8 Fenway. 


Marcu 10, 11, 12 New England Hospital Association. 
of January 6. 
4-8--The American College of Physicians. 
uly 1. 

May 31, June 1 and 2— Annual meeting of the Massachusetts Medical 
Society. Hotel Bradford, Boston. 

June 13-17 — American Medical Association. San Francisco. 


Ocroser 17-21 — Clinical Congress of the American College of Surgeons, 
New York City. 


Hotel Bartlett, 


Page 969, issue 


Page 51, issue 


Page 41, issue of 


District MEpIcAL SociETIES 


BRISTOL SOUTH 
May 5—5 p. m., New Bedford. 


ESSEX SOUTH 

Fepruary 2 — Council Meeting, Boston. 

Fesruary 9 — Essex Sanatorium, Middleton. Clinic at 5 p. m. Dinner 
at 7 p. m. Speaker: Dr. John B. Hawes, 2d. Subject: Dust and Disease. 

Marcu 2— Lynn Hospital. Clinic at 5 p. m. Dinner at 7 p. m. Speaker 
and subject to be announced. 


Apri. 6 — Gloucester Hospital, Gloucester. Clinic at 5 p. m. Dinner 
at 7 p. m. Speaker and subject to be announced. 

May 5 — Censors meet at Salem Hospital, 3:30 p. m. 

May 11— Annual meeting, Salem Country Club, Peabody. Dinner at 


7 p. m. Speaker and subject to be announced. 


FRANKLIN 


Meetings will be held at the Franklin County Hospital, Greenfield, at 
ll a. m. the second Tuesdays of March and May. 
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HAMPDEN 

Meetings will be held on the fourth Tuesday in April and July. 
MIDDLESEX EAST 

Meetings will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 
on March 16, and May 11. 
MIDDLESEX NORTH 

Meeting will be held at the Vesper Country Club, Lowell, on April 27. 
NORFOLK DISTRICT 


Fesruary 23 — Hotel Kenmore. 8:15 p. m. 
to Cosmetics and Industrial Irritants. 
by Dr. Francis P. McCarthy. 


Marcu 29—-Hotel Kenmore. 8:15 p. 
but to be related to discases of the kidney. 
May — Annual meeting. 


The censors mect on the first Thursdays of May and November in each 
year. 


p Dermatitis Venenata Due 
Dr. John G. Downing. Discussion 


m. Subject to be announced 
Dr. Albert A. Hornor. 


NORFOLK SOUTH 
Meetings held at 12 noon. 
Fesruary 3 — Norfolk County Hospital, South Braintree. 
Marcn 3 — Norfolk County Hospital, South Braintree. 
Aprit 7 — At the Quincy City Hospital. 
May 5 — Annual meeting. 


PLYMOUTH 
Meetings will be held at 11 a. m. om March 17, April 21, May 19 and 
July 21. 
SUFFOLK 
Marcn 15 — Joint meeting with Boston Obstetrical Society. 
WORCESTER 
At the following meetings, except the annual meeting, dinner will be 
at 6:15, to be followed by business session and scientific program. 
Feeruary 9 — Worcester State Hospital, Worcester. 
Marcu 9 — Memorial Hospital, Worcester. 
Apri. 13 — Hahnemann Hospital, Worcester. 


May 11 — Afternoon and evening, annual meeting. 


Place and schedule 
of program to be announced. 


BOOK REVIEW 


The Biology of Human Conflict: An anatomy of behavior 
— individual and social. Trigant Burrow. 435 pp. 
New York: The Macmillan Company, 1937. $3.50. 


This is an irritating book. Behind a barrage of neo- 
logisms, and a verbose and involved style, one feels there 
lies considerable gold. But the recovery of this gold in- 
volves much labor. A glossary of twelve pages tries to ex- 
plain the meaning of some of the author’s terms. At 
times, one is strongly sympathetic with others who have 
induced the author to write “When in reply, therefore, 
to the critic who complains that he cannot understand my 
work I say that I cannot either, I am not in the least at- 
tempting to be facetious. The statement is perfectly true.” 
The following sentence is a sample of the complex style 
and terminology: “With the innovation of the organism’s 
symbolic system of reactions and its concomitantly wider 
range of adaptation, apparently there came about the 
adoption of sectors of contact and communication with the 
outer world in which the radii of attention and interest 
are tangential to the organism’s total bionomic axis of rap- 
port.” 

The book contains an introduction and fourteen chap- 
ters divided into three parts: “Organismic Psychology”; 
“Organismic Morphology”; “Organismic Pathology or 
Phylopathology.” 

The reviewer hesitates to take issue with what he has 
difficulty in understanding, namely, the author’s thesis and 
the elaboration thereof. He doubts, however, whether the 
wars of the world, the problems of criminology and the 
problems of psychiatry can be properly studied on a basis 
of functional conflict without constantly considering the 
elements of mental defect and deterioration. 


H ‘ 
é 


